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Are We Making the Most of Our Opportunities? 


hearts of our people for a speedy end 

of the war and for a lasting peace. 
It has a poignant meaning to us as mem- 
bers of the profession of nursing because 
the destruction of life caused by war is 
the antithesis of the purpose of our serv- 
ice. Perhaps it is fortunate that there is 
an outlet for the emotional stresses of 
the war through the work which is essen- 
tial to winning the war. It is fortunate 
that nurses are entrusted with an impor- 
tant social responsibility for the peace 
which requires our constant effort. The 
fulfillment of this obligation requires that 
feeling be disciplined by knowledge and 
by action, for “to know” as well as “to 
feel” is the starting point to satisfying 
action. At this season when we think 
humbly of our failures and make resolu- 
tions to do better, it may not be remiss 
to review our responsibilities and our op- 
portunities “to know” and to give grate- 
ful acknowledgment for them. It may 
be that blessings are not appreciated or 
utilized fully because they are so familiar. 


T tears is a constant prayer in the 


PROFESSIONAL RESPONSIBILITY 


Professional responsibility is expressed 
through the competent performance of 
technical and related skills in individual 
nursing based upon a specific content of 
progressive knowledge and practice. It is, 
also, expressed through identification 
with a group whose status as a profession 
has been recognized because it assumes 
leadership in promoting and developing 
its service in the interest of the people. 
Obviously there are individuals prac- 
ticing in all professions who will always 
fall far below professional status; but 


these will be judged as exceptions if the 
professional leadership of the group be 
strong, intelligent and exerted for the 
public good, 

The growth and development of medi- 
cal science related to the widening con- 
cept of public health places an increas- 
ing premium upon intelligence and pro- 
gressive education as qualifications for 
nurses in public health. It is in recogni- 
tion of this growing responsibility that 
opportunities for progressive education 
for public health nurses should be used 
to their greatest extent. They are offered 
through: (1) courses in institutions for 
formal education (2) staff education pro- 
grams on the job (3) personal intellectual 
curiosity (4) professional organization 
leadership. 


SCHOLARSHIP AID AVAILABLE 


It was in 1936 that the Social Security 
Act faced the practical problems of the 
limited supply of nurses qualified for an 
expanding public health service. The Act 
made it possible to earmark a generous 
allotment of the budget for the educa- 
tion of nurses for public health and for 
advanced responsibility. More recently 
the Bolton-Bailey Act made further sub- 
sidies available. 

At first funds were granted to be ad- 
ministered through state health depart- 
ments, because there was great need to 
strengthen official health services. Later, 
funds for stipends to students were made 
available directly to universities thus 
spreading the benefit of federal aid to 
nurses who would be employed by pri- 
vate agencies. 

Scholarship aid is offered also to nurses 
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through memorials and through the in- 
terest of groups in special fields. The 
Isabel Hampton Robb Fund, the Gen- 
eral Federation of Women’s Clubs Fund, 
and the grants from the National Foun- 
dation for Infantile Paralysis to prepare 
nurses for orthopedic services are a few 
examples. 

It is not too extravagant to state that 
the amount of assistance now available 
through scholarships offers sufficient help 
to the number of qualified nurses who 
wish such assistance so that most of them 
would have reasonably good opportunity 
for success in applying for such aid. The 
G. I. Bill of Rights for Veterans is an 
additional source of assistance for those 
nurses who qualify for its benefits. 

A reminder should be given, also, of 
the college extension courses offered in 
nursing and related subjects. These 
courses offer excellent opportunities to 
nurses to continue formal studies while 
on the job in communities quite distant 
from the college campus. It is possible, 
too, that more such courses could be or- 
ganized with a reasonable degree of ef- 
fort. It only needs someone with lead- 
ership to initiate the project and follow 
it through until an extension course is 
started in the community. 


STAFF EDUCATION ON THE JOB 


In-service training has two aspects, the 
first being an expedient to meet a 
diminishing need. Many of our present 
nurses were appointed to public health 
positions in years gone by with no special 
preparation for their work. Administra- 
tive and supervisory assistance had not 
been developed to their present concept 
of leadership. So nurses learned by trial 
and error. The problem with this group 
is not the older nurse who has no degree; 
it is the older nurse who resists change 
and covers her inadequacies either con- 
sciously or unconsciously by claiming 
that her experience is equal to the formal 
preparation of the younger nurse of to- 


day. Staff education programs are op- 
portunities for this group of nurses some 
of whom for one reason or another are 
not candidates for formal courses. Logi- 
cally this level of staff education will not 
be needed as standards for employment 
keep pace with service responsibility. 

The second aspect of staff education 
has inestimable value since it is a means 
of keeping abreast with the times. Agency 
objectives and problems are discussed. 
New methods and content are presented. 
Such an opportunity offers practice in 
group thinking. It identifies leaders and 
provides a medium for stimulation and 
the exchange of ideas and information. 
It can be extended as seems wise to draw 
in members of agencies with whose work 
public health nurses are closely allied. 

The type of administration and super- 
vision now provided by many agencies 
likewise offer opportunities but their 
value to the education of each nurse is 
often overlooked. The fact that these 
services are provided routinely in the in- 
terest of the program may lead to the 
acceptance of these aids as a duty rather 
than as excellent channels to be purpose- 
ly sought for personal growth. 


PERSONAL CURIOSITY 


Curiosity is a well known human im- 
pulse which if applied to learning pro- 
duces constant stimulation. There is no 
substitute for skill in listening, in ob- 
serving, in appropriate questioning, and 
in comprehensive reading. If these habits 
have not been developed they need cul- 
tivation for they make each hour of the 
day a new and interesting experience. 
They offer a new zest in the daily routine, 
while they sharpen our wits and help us 
to remain objective concerning our place 
in the world. 

Ralph Waldo Emerson expressed the 
thought so well in his essay on “Intel- 
lect’: 

“Every man, in the degree in which 
he has wit and culture finds his curiosity 
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inflamed concerning the modes of living 
and thinking of other men, and especially 
of those classes whose minds have not 
been subdued by the drill of school edu- 
cation. 

“This instinctive action never ceases 
in a healthy mind, but becomes richer 
and more frequent in its informations 
through all states of culture. At last 
comes the era of reflection, when we not 
only observe, but take pains to observe; 
when we of set purpose sit down to con- 
sider an abstract truth; when we keep 
the mind’s eye open, whilst we converse, 
whilst we read, whilst we act, intent to 
learn the secret law of some class of 
facts.””* 


PROFESSIONAL ORGANIZATION 
LEADERSHIP 


Professional organizations are not 
thought of as educational opportunities 
but on reflection they offer values which 
come to us in no other way. The NOPHN, 
the ANA, the NLNE among others offer 
mediums through which group experience 
from all over the country is pooled and 
assembled for our benefit. They make 
it possible for nurses through organiza- 
tion committees to study their profes- 
sional needs. Committees establish 
standards. They outline and sponsor ac- 
creditation programs to evaluate courses 
of study. They publish magazines and 
other printed material to keep us_ in- 
formed. 

The professional agencies represent 
nursing before other national organiza- 
tions and tell us of allied programs 
through information channels which the 
profession itself supports. They represent 
us as a profession before the public and 
in government and before groups with re- 
lated programs. 


*Emerson, Ralph Waldo. Volume I, Essays: 
First and Second Series—Essay on Intellect. 
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Education itself must have direction 
through constant study and evaluation. 
In our democratic country it is the privi- 
lege of the professions concerned to dis- 
cipline themselves willingly through or- 
ganized group thinking and to take ac- 
tion to put the consensus into effect. To 
do less than give active support through 
membership is to fail in support of ac- 
tivity through which we benefit without 
bearing our share. To fail to appreciate 
the value of professional strength through 
full support from each of its potential 
members is to only half conceive the 
meaning of being part of a professional 
group. To fail in availing one’s self of 
the opportunities for personal growth 
through the many aids made possible by 
professional organizations is being blind 
to one’s own best interest. 

Those who love nursing but who have 
not joined with others to advance its pur- 
pose may well give some thought to the 
statement that associated action consti- 
tutes the mainspring, the controlling 
power of modern society. Can anyone 
be truly living her profession, if she be 
not wholly part of it? 

I read last night from David Grayson’s 
Countryman’s Year,* “If a man would be 
purged of his egotism and come all sweet 
and humble, let him read that poem 
which is the thirty-eighth chapter of the 
Book of Job, let him nevermore make 
assertions, but be willing to ask, see, 
think and be quiet. This poem is for the 
scientist.” 

This poem, too, is for each of us who 
would serve nobly in a profession with 
fine traditions, realizing that the means 
to keep fit for such service are ours for 
the seeking. 
Marion W. SHEAHAN, R.N., PRESIDENT 


NATIONAL ORGANIZATION FOR 
Pusric HEALTH NURSING 


*Grayson, David. Countryman’s Year. 
Doubleday Doran, New York, 1936, p. 46. 
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Shock Troops in War against Disease 


Forty YEARS AGO there were less than 
500 public health nurses in the United 

States; in 1944 there were nearly 
20,000. This extraordinary development 
of a new branch of the nursing profession 
has been stimulated and justified by two 
facts. The public health nurse has made 
a unique contribution in providing a gen- 
eralized health service available to all 
classes of the population; and she has 
developed techniques of organization and 
supervision which have _ constantly 
deepened and strengthened the sensitive- 
ness and the technical efficiency of her 
work. 

There are still, however, more than 
1,000 counties in the United States 
which either have no public health nurs- 
ing service at all or where there are so 
few nurses that they can function chiefly 
as planners and administrators, and not 
as direct and effective messengers of 
health in the individual home. Today we 
are dreaming of the postwar program 
which will bring health to all the Ameri- 
can people. We have discovered in the 
course of the war effort the vital impor- 
tance of the nurse in industry. We are 
increasingly aware of the contribution 


she is already making in the readjustment 
of our returning veterans to civilian life. 
We have presented to the public health 
nurse each year new challenges for the ap- 
plication of her services to such problems 
as heart disease, cancer and other dis- 
orders of later life, and in connection 
with the vast and increasing field of men- 
tal hygiene. 

It is for these reasons that a recent 
estimate by the United States Public 
Health Service calls for a total of 69,000 
community public health nurses (more 
than three times the present number 
available) and 20,000 industrial nurses 
(nearly double the present supply). 

The staffs of our official and volun- 
tary public health nursing organizations 
are the shock troops in the war against 
disease. The health officer at his head- 
quarters may plan the campaign; but 
without an adequate supply of highly 
trained public health nurses carrying 
their beneficent message into the indi- 
vidual home, in the city and in rural 
countryside, this war cannot be won. 


C.-E. A. Winstow, Dr.P.H. 
University ScHoot oF MEDICINE 
New Haven, CONNECTICUT 


National Public Health Nursing Day 


“tzNnow Your HEALTH NURSE 

—Who She Is, What She Does,” is 
the slogan for the first National Public 
Health Nursing Day to be observed by 
hundreds of communities throughout the 
country, January 26, 1945. 

The principal purpose of the “Day” is 
to help promote better understanding of 
the public health nurse and her important 
role in helping protect the health of 
family, community and nation. Too 
many people know nothing about public 
health nursing. Of 1,000 volunteers in- 
terviewed by the Civilian Defense Vol- 


unteer office in one large city only 50 had 
ever heard of the public health nurse. 
Many other people have heard of the 
public health nurse, but their knowledge 
is inaccurate. How much misunderstand- 
ing exists was recently outlined for us 
by Horace Hughes after an informal one- 
man public opinion survey.* If it is true 
that only one out of every 20 persons or 
so has some conception of who the public 


* Hughes, Horace. “The Nurse in Public Re- 
lations.” Pusitic HeattH Nursinc, July 1944, 
p. 318. 
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health nurse is and what she does, then it 
is more than time for the public health 
nurses and their friends to speak out to- 
gether. 

Public Health Nursing Day will pro- 
vide communities this opportunity. Pat- 
terns of observation of the “Day” will 
vary greatly—as do patterns of public 
health nursing services in city, town and 
rural area. ‘There will also be great 
variety in the way the “story” is told, in 
the publicity media used. But it is of 
urgent importance that in every com- 
munity public health nursing be in- 
terpreted in terms of total services avail- 
able rather than in terms of agency 
functions. This does not mean that the 
agencies should not be mentioned, but 
that the complete story of public health 
nursing in a community should come 
first. This is possible because the “Day” 
is not directly connected with money- 
raising. 

The “Day” should provide the spring- 
board to better interpretation of public 
health nursing as a service for everyone 
regardless of the size of his house or 
purse. It should also be effective in mak- 
ing the public realize that the public 
health nurse is a_ registered graduate 
nurse expected to have special prepara- 
tion or experience in teaching health. It 
can also focus attention upon her vital 
role in protecting the health front at 
home. But the most effective message— 
the one that will interest local press and 
radio most—is that three times as many 
public health nurses are needed if this 
country is to reach the high standard of 
national health which can and should go 
with the American way of life. This is 
the message underscored by Dr. C.-E. A. 
Winslow (page 606) and Dr. Parran in 
their endorsements of the “Day.” 

Many communities have already com- 
pleted their plans for observing the 
“Day.” One city is planning as its prin- 


NATIONAL PUBLIC HEALTH NURSING DAY COMMITTEE 


Chairman—Mrs. Charles E. Rolfe, Member of Board of Directors of Visiting Nurse 
Association of New Haven, Connecticut 


Mrs. S. Emlen Stokes, Chairman of NOPHN Board and Committee Members Section 


cipal event a special series of “come and 
see meetings” at its new district health 
centers. Another will sponsor a special 
panel discussion at an open community 
meeting and a health puppet show for the 
school children, Still another will sponsor 
an important radio program. Plans need 
not be ambitious to be effective. Some- 
times the simplest demonstration at a 
“come and see meeting” can be more far- 
reaching than a highly advertised expen- 
sive dinner meeting. But it is important 
that as many different avenues of public 
information as possible be used. Only in 
this way can the message of the “Day” 
reach the widest possible audience. 

A National Public Health Nursing Day 
Committee, comprised of public health 
nurses, board and committee members, 
and specialists in public information, has 
outlined suggestions and techniques for 
observing the “Day.” These sugges- 
tions, .together with messages from 
Thomas’ Parran, Surgeon General, 
USPHS, Mary Gardner, and Mrs. 
Charles E. Rolfe, chairman of the Com- 
mittee, are published in the November 
“Phn,” the quarterly news bulletin of the 
NOPHN. Although this bulletin usually 
is sent only to individual and agency 
members of the NOPHN, extra copies of 
this issue are available to all who are in- 
terested without charge. Among other 
publicity aids now in preparation for the 
“Day” are a special poster, a film strip 
about public health nursing by the Metro- 
politan Life Insurance Company, a 
sample proclamation, news releases, and 
detailed suggestions for demonstrations 
at “come and see meetings.” 

The National Committee urges that all 
communities keep NOPHN informed of 
plans. Their reports from all over the 
country will help others who are looking 
for good ideas, and will form the basis 
for shaping ever more effective Public 
Health Nursing Days in the future. 
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Mrs. Charles J. Biddle, President, Visiting Nurse Society of Philadelphia 
Mrs. William Bell Cook, Member of Board of Directors, Visiting Nurse Service of Seattle, 
Washington 


Rachel Colby, Nursing Director, Visiting Nurse Association of New Britain, Inc., Connecticut 


Mrs. Walter G. Farr, Former Chairman of Lay Section, New Jersey State Organization for 
Public Health Nursing 


Jean Henderson, Chief of Public Information Service, Division of Nurse Education, U. S. 
Public Health Service, Washington, D. C. 


Mrs. Natalie Linderholm, Consultant on Agency Policies, Greater New York Fund 
Mildred Negus, Assistant Director, Nursing Bureau, Health Department, Washington, D.C. 


Mrs. Theodor Oxholm, Former Chairman of the 16 Public Health Nursing Committees of 
Ulster County, New York 


Mrs. H. Wheeler Parrott, Editor, Bulletin of Board Members Organization of Connecticut 


David Resnick, Public Relations Counsel, New York 
Dorothy Rowden, Assistant Director, Department of Education, Columbia Broadcasting 


System, New York City 


Mrs. Philip Salmon, formerly member of Board of Directors, Visiting Nurse Association of the 


Oranges, New Jersey 


Eleanor Shenehon, Director, Division of Community Service, American Social Hygiene Asso- 


ciation, New York City 


Mrs. Harry Gardner Wood, Member of Board of Directors, Eastchester Public Health Nursing 


Association, Tuckahoe, New York 
Edith Wensley, Secretary 


War Enhances Urgency of Tuberculosis Fight 


pone HEN the first 
Christmas Seal 
Sale was launched in 

Wilmington, Delaware, 
in 1907, many people 
thought that financing 
tuberculosis work by 
the sale of little pieces of 
paper less than an inch 
square would prove in 
time “just another fad.” 
I always had the great- 
est faith in its future; but, even to me, 
its originator in this country, its growth 
has seemed phenomenal. Throughout the 
years I have never been too much con- 
cerned about the amount of money to be 
raised. The goal of that first Christmas 
Seal Sale in Delaware was three hun- 
dred dollars—three thousand dollars was 
raised. As Jacob Riis puts it, in a mes- 
sage to me during that campaign, “Every 
one who sees this stamp wants to know 
what it means; and when they want to 
know, the fight is won. It is because 


BUY and USE 
Christmas Seals 


they do not know a few amazingly simple 
things that people die of tuberculosis.” 
During the past few years, the Christ- 
mas Seal has had to meet another chal- 
lenge—the possibility of a wartime in- 
crease in tuberculosis. Already we hear 
of tremendous gains tuberculosis 
deaths in some of the warring countries. 
In this country we can be thankful that 
so far this health enemy has been kept 
under control, and if it can remain so this 
will be a wonderful tribute to the or- 
ganized fight against an enemy that has 
taken more lives through the ages than 
all the wars combined. But we must not 
forget that this enemy we have been 
fighting for so many years has been re- 
armed by its greatest ally, WAR. The 
thousands of tuberculosis workers, doc- 
tors, nurses, public health officials, and 
the millions of contributing citizens must 
continue to join their forces against this 
insidious foe. 
EmILy P. BIssELL 
WILMINGTON, DELAWARE 
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Has Public Health Nursing Reached 
Its Destination? 


By C.-E. A. WINSLOW, Dr. P.H. 


group like this. I have always had a 

strong predilection for public health 
nursing. I suppose there are at least two 
reasons for this. One is that I early fell 
under the influence of the charm of Lil- 
lian Wald and Adelaide Nutting, and 
have continued to fall under the charm 
of their descendants to the present day. 

The other reason, I think, is more oc- 
cult. It is because we were born under 
the same stars. The first visiting nurse 
in the United States was employed by 
the Ethical Culture Society of this city 
in*1877, and I began my existence in that 
same year, so that we are, so to speak, 
in a family relationship, and for a good 
half of my life I have had some ideas 
about public health nursing. 

I looked up the other day a speech that 
I made in 1911, published in the Ameri- 
can Journal of Nursing for that year.! 
It doesn’t always follow, of course, that 
because I have made a speech on some 
subject I have heard of the subject before, 
but there is internal evidence in this case 
that I had thought about nursing a little 
even before 1911. 

In that talk, I reviewed the work of 
Miss Wald and Miss Nutting and said 
this in regard to the profession: 

“In my judgment the visiting nurse is 
the most important figure in the modern 
movement for the protection of the pub- 
lic health.” 

Well, it is obvious now, but it was not 
quite so obvious in 1911. 

The achievements of public health 
nursing in these 33 years have been note- 


|: IS a great pleasure to meet with a 


1“The Role of the Visiting Nurse in the Cam- 
paign for Public Healta.” American Journal of 
Nursing, August 1911, p. 
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worthy. As I see it, there are three par- 
ticularly outstanding things that stand 
to the credit of this branch of the public 
health profession and of the nursing pro- 
fession. 

In the first place, public health nurs- 
ing has seen the need for a universal type 
of service. Beginning with a high degree 
of specialization, public health nursing 
has gradually worked toward the idea 
that a nurse should not do educational 
work only, but also render bedside serv- 
ice. There has therefore come a highly 
significant trend toward a_ generalized 
service, with a single nurse in a given dis- 
trict rendering bedside care as well as 
conveying health advice. You have seen 
that carried to a complete form in cer- 
tain communities, like Berkeley, Cali- 
fornia, where the health and school de- 
partment nurses and the nurses employed 
by the voluntary nursing organization all 
form part of one single staff under one 
single director, although the funds come 
from three different sources. 

Secondly, you have visualized the need 
for extending service to everyone in the 
community, not merely to the poor and 
the indigent, not primarily to the rich, 
but to all classes of the community. That 
is a policy which has been of very great 
importance. 

I was interested on a recent visit to 
the South to find that the New Orleans 
City Health Department has not only 
undertaken to give bedside care to all 
who need it, but to give bedside care for 
pay to those who have means, exactly the 
practice of a private nursing organization, 
and they have there approximately com- 
plete service under health department 
auspices. What the voluntary nursing 
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agency in New Orleans has done, I will 
speak of in just a few moments. 

The third contribution of public health 
nursing—and in some ways the most im- 
portant of all—is the contribution that 
you have made to the problem of quality, 
intensification, deepening of your work. 
The degree in which the public health 
nurse has emphasized the necessity for a 
sensitive, individual service is, I think, 
practically unique. I know of no other 
field in which supervision and staff edu- 
cation has been carried so far and ex- 
plored so fully. 

In this sensitive, individual service that 
the nurses of your organization render, 
you have been among the first in the field 
of health to realize how large a part is 
played by mental hygiene. I can remem- 
ber the days when it was not unusual in a 
nursing organization to find a case closed 
because the patient was “uncooperative.” 
No director of nursing recognizes that as 
an adequate explanation today. If the 
patient is uncooperative, why? And then 
begins the mental hygiene function of the 
nurse, or the social adjustment function 
of the nurse, as the case may be. 

For this work that has been carried 
forward so successfully we must first give 
credit to the private organizations. They 
took the lead in developing those high 
standards of postgraduate in-service 
training which are now spreading rapidly 
to official organizations. I think no pro- 
fessional group engaged in public health 
in any other field has had so high a de- 
velopment of this type of intensive quali- 
tative improvement and maintenance of 
service. 

Now, the question suggested by the 
title given to my talk is whether this job 
is finished; whether you have anything 
else to do; whether public health nurs- 
ing has arrived at the pinnacle on which 
it can relax and survey its achievements 
of the past. 

Well, life, of course, isn’t like that. 
There are always peaks beyond the peak 
one has surmounted, and I want to call 
to your attention very briefly tonight a 
few of the challenges that seem to me 
especially significant in the mountain 
ranges that lie ahead. ~ 


The first of these concerns a radical 
change in the problems with which the 
nurse has to deal. Even in the compara- 
tively recent days when public health 
nursing organizations were generally de- 
veloped—the movement as a whole be- 
gan before 1910——but even in 1910, the 
communicable diseases were a major 
problem. In 1910, tuberculosis was the 
largest single cause of death, and you 
know how the picture has changed since 
that day. 

You have only to look at any table of 
mortality statistics to see that the dis- 
eases with which we were preoccupied 40 
years ago—typhoid fever and tuberculosis 
and infant diarrhea and scarlet fever and 
diphtheria—have disappeared as impor- 
tant and serious elements in the mortality 
rates. What people are dying of now are 
cancer and heart disease, and what they 
are sick of now is rheumatic fever and 
other disabling diseases. 

Such are the big problems of the pres- 
ent day. And these diseases, chiefly of 
later life—diseases which are either prod- 
ucts of normal degeneration or of de- 
generation accelerated by unfavorable 
circumstances—constitute one of the 
major challenges of the future. They in- 
volve reorientation of the attitude of the 
nurse toward her job. They involve 
many very difficult problems, particularly 
problems bringing up the question of 
mental hygiene. 

The presence in the home of an older 
person suffering from chronic disease not 
only puts a terrible strain on that per- 
son but also commonly puts a serious 
emotional strain on the other members 
of the family. 

The public health nurse in the future 
will, I think, have to devote a good deal 
of attention in her elementary training 
and in her postgraduate experience to the 
problems of geriatrics. They involve the 
development of new techniques, the an- 
alysis of methods which will be quite 
different in many ways from the meth- 
ods employed by the nurse who is caring 
mainly for acute short-time diseases. 

Now, I mentioned the fact that the 
expansion of the work of the health de- 
partment in New Orleans had_ absorbed 
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practically the whole field of public 
health nursing. What has the voluntary 
organization done? It has done a very 
wise and significant thing. It maintains 
a staff of about 10 nurses, mainly oc- 
cupied in doing what you might call ex- 
perimental and demonstration nursing in 
this field of geriatrics. It is a beautiful 
example of how a voluntary organization, 
having convinced the public authorities 
that they should take up the work it has 
been doing, passes on to chart the voyage 
of the future. 

Now, a second very important chal- 
lenge here is in the field of industrial 
nursing. I had an idea of that, téo, in 
this speech of 1911. I said: 

“The inspection of factories and 
schools and tenements with respect to the 
physical environment, to atmospheric 
conditions and lighting, sanitary con- 
veniences, and general cleanliness and the 
protection of the worker from industrial 
accidents and industrial poisoning—all 
these functions can well be performed by 
a trained nurse who can deal at the same 
time with the physiological condition of 
the occupants—provided, of course, that 
she has acquired the requisite sanitary 
training.” 

Since that day, the number of nurses 
employed in industry has grown to almost 
12,000. ‘That, however, is only about 
half the number estimated by authorities 
to be necessary. There is going to be 
a tremendous development of industrial 
nursing, I believe, subsequent to this war. 

With its usual acumen, the NOPHN 
has been right up in the forefront in the 
study of this question. PusLic HEALTH 
NorsinG for July and November 1943 
contained significant recommendations as 
to the duties of industrial nurses growing 
out of the work of the Committee to 
Study the Duties of Nurses in Industry. 

The first state industrial nurse consul- 
tant especially appointed for that pur- 
pose was in Indiana in 1939, I believe. 
Now there are 22 states that have indus- 
trial nurse consultants connected with 
the state department of health, or with 


some similar body and 12 states with in- 


dustrial sections in their state organiza- 
tions for public heaJth nursing. 
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That is very important, for I think 
there is grave danger in the mushroom 
development of industrial nursing on a 
basis of isolated service and isolated plans 
without contact with the general stream 
of public health nursing experience. 

You know what too often happens. The 
manager meets somebody at a Rotary 
Club luncheon, who tells him that it is a 
good thing to have an industrial nurse. 
He says, “Fine,” and he goes home and 
tells the president that they ought to 
have an industrial nurse. The president 
says, ‘Fine! And there is an awfully nice 
girl who took care of Aunt Mary when 
she had pneumonia; we'll get her and 
have her come and be the _ industrial 
nurse.” 

The nurse hasn't the slightest idea of 
what she is there for, and the president 
and manager haven't the slightest idea of 
what she is there for. The result is that 
they may use her in doing clerical 
work, or in running the cafeteria, or in 
practicing medicine, as the case may be, 
and it is an unfortunate situation. 

The situation has difficulties, but I 
think it is one of the major problems that 
the NOPHN and its branches must meet 
in the future, to create a mutual under- 
standing with industrial nurses, to re- 
spect their dignity, to respect their 
autonomy, and yet to work with them as 
a special kind of community nurse. 

In many instances, the connection will 
be even closer. You all know what Ruth 
Hubbard in Philadelphia, Emilie Sargent 
in Detroit, and many other visiting nurse 
association directors have done in the 
way of providing part-time nursing serv- 
ice for small factories by the staff nurses 
of our public health nursing organiza- 
tions. That may in many cases be a very 
desirable procedure. But even when it 
is not so, I think you ought to do every- 
thing you possibly can to bring the in- 
dustrial nurses close to your major pro- 
fessional group. 

Now, this, of course, is only one of the 
areas of nursing in which there is likely 
to be major increase. Dr. Joseph W. 
Mountin of the United States Public 
Health Service, who is showing such wise 
and courageous leadership in planning for 
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the future, estimates that we shall need 
485,600 full-time nurses in all, of whom 
69,000 will be public health nurses and 
20,000 will be industrial nurses.” 

That about doubles the present indus- 
trial nurse force and trebles the public 
health nurse force. 

There are sometimes differences of 
opinion with regard to the volume of the 
needs for nursing service—not, perhaps, 
the ideal needs, but the needs that we 
should shoot at today. Some, on the one 
hand, look at the well organized com- 
munities where public health nursing 
and other branches of public health have 
been carried to a reasonably adequate de- 
gree, and fix their standards on that basis. 
Some, on the other hand, look to almost 
completely neglected areas of the country 
and are mainly concerned with getting 
something for them. 

Now, one can have sympathy with 
both aims, and with proper phraseology, 
both aims can be realized. It would be a 
great gain to get the one nurse per 5,000 
population called for by Dr. Haven Emer- 
son’s program, if you recognize that it is 
a program for securing a minimum begin- 
ning of public health service. 

But, on the other hand, if you want 
to consider what is adequate and what 
is satisfactory, every year that passes has 
more and more justified the estimate of 
one nurse to 2,000, as formulated in 
Professor Hiscock’s book on community 
health organization.’ 

Indeed, in communities that have 
reached this standard, as for instance, in 
my own City of New Haven, Eliza- 
beth Fox will tell you quite eloquently 
that 2,000 people are too many for one 
nurse to serve. I grant you that is true, 
but the standard of one to 2,000 is cer- 
tainly the one that nearly all over the 
country we should aim at as our lowest 
goal of really adequate service. 

Sometimes, of course, one can be too 


2 Mountin, Joseph W., M.D. “Suggestions to 
Nurses on Postwar Adjustments,” American 
Journal of Nursing, April 1944, p. 321. 

3 Hiscock, Ira V. Community Health Organi- 


zation. The Commonwealth Fund, New York, 
3rd edition, 1939. 
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ambitious about these things. You may 
remember the story of the day when the 
Ark grounded on Ararat and Noah told 
the animals to go out and multiply and 
inherit the earth, and they went out two 
by two. He looked back and saw there 
were two little snakes in the corner of 
the cabin and he said, ‘““‘Why don’t you 
do what I told you? I told you to go 
out and multiply.” And they said, “Well, 
we can't. We're only adders!” 

It isn’t enough to be just adders in this 
business: we have got to think in terms 
of multiplication. And we have got to 
think, too, of various other ways in which 
the work of the nurse can be made more 
effective. 

Many of the experiments that are be- 
ing made now in the utilization of sub- 
sidiary personnel in various fields of nurs- 
ing may be of value as a permanent part 
of our machinery. I am not sure about the 
group generally called practical nurses 
because experience has almost always 
shown that financially they cost just as 
much as the regular nurses. But there 
are other kinds of subsidiary aids—visit- 
ing housekeepers and nutritionists—who 
have proved of tremendous value. I want 
to emphasize also particularly the im- 
portance of the volunteer. 

That admirable study of clinic nursing 
services—another study recently con- 
ducted by the NOPHN*—showed clearly 
that in a widely diversified series of pub- 
lic health clinics, the public health nurses 
were doing a lot of things that could have 
been done just as well by graduate nurses 
who were not public health nurses, and 
were also doing a lot of things that could 
just as well have been done by volunteers. 
I think we shall learn a very useful les- 
son from our war experience if we analyze 
what is being done and see whether there 
are ways in which less highiy skilled 
personnel can be of use. 

Dorothy Carter, in a report last year 
on volunteers and other auxiliary workers 
in public health nursing, has discussed 


"4 Hilbert, Hortense. “Public Health Nursing 
Services in Clinics,’ Pusric HeattH 
May and June, 1944, p. 209, 287. 
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this.” A tremendous amount of energy 
has been released in the work of civilian 
defense, a great many of the people who 
have done that work have found that it 
was a real satisfaction to them, that it 
broadened their vision, and that they are 
ready to go on doing community services 
of some kind after the war is over. No 
conceivably better use could be found for 
their energy than by attaching these vol- 
unteers to public health nursing organiza- 
tions—working, of course, after what- 
ever training is necessary, and under the 
professional direction of the public health 
nurse. 

Through all this we must think not 
only of quantity but also of quality. One 
of the effects of the war has been that 
the salaries in nursing organizations are 
now relatively much lower than they 
were. The matter of the salary level is 
one to which serious consideration must 
be given. 

Facts on that are brought out in Bul- 
letin 783 of the United States Depart- 
ment of Labor on the general trend of 
earnings among white collar workers dur- 
ing the war. Salaries are too low. Par- 
ticularly is that true in organizations 
conducted under public auspices, and 
these salaries must be raised. 

On the other hand, public health nurs- 
ing under private auspices, under volun- 
tary agencies, is going to be more and 
more seriously handicapped by the lack 
of an adequate pension system. 

We ought to meet both these situations. 
I think the salaries of the nurses in pub- 
lic employ on the whole ought generally 
to be materially raised, and that the 
salaries in voluntary organizations should 
be supplemented by a pension system. 

In regard to the general standards of 
appointment, there is on the whole, I 
think, improvement. Certainly, there 
has been tremendous progress in the 
public agencies. The private agencies for 
the most part have always done very 
well. 

The merit system studies of the Ameri- 


5 Carter, Dorothy J. “How One Agency 
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can Public Health Association and the 
definition of standards for various types 
of nurses formulated by the American 


Public Health Association and _ the 
NOPHN will be of substantial value 
here. 


I would like to urge, too, that those 
of you in official public health organiza- 
tions do your best to convince your ad- 
ministrative authorities—it may not be 
easy—of the value of advisory boards. 
The board members of the voluntary 
agency have been of the greatest value 
and stimulus. Official public health serv- 
ices would benefit by the same kind of 
body without the same powers that a 
board of directors of a voluntary service 
has but serving somewhat the same func- 
tion of interpretation of the community 
to the nursing service and of the nursing 
service to the community. 

Now, finally, one word about what 
seems to me perhaps the major problem 
confronting you, as it is the major prob- 
lem confronting the medical profession 
and the public health profession. That is 
the problem of the payment of the costs 
of medical care. 

I said that you had visualized—and 
you have—-the ideal of a community-wide 
service, but, of course, you all know that 
you have not realized that objective. In 
the main, you have nursed for the poor. 

he middle economic group also needs 
hourly nursing, and the top economic 
group needs hourly nursing. You have 
always recognized that in principle but, 
actually, this kind of service has not 
reached the large middle economic group. 

In other fields of public health, the 
situation is worse because you have at 
least provided the highest quality of 
skilled nursing service for the bottom eco- 
nomic group, and that is not true in any 
other field of health or medical care. 

The basic facts that we have to bear 
in mind are that there are about four 
groups in our population—and I won’t 
quarrel with you about the actual finan- 
cial figures I am giving you; you can 
shift them up or down a little; you would 
have to do so in different communities. 
We may, however, say roughly that the 
family with an income over $4,000 is able 
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to pay for needed medical care on a fee- 
for-service basis. 

We know from the studies that have 
been made on this point, that in one 
family out of a hundred in a given year, 
the costs of medical care amount to be- 
tween a quarter and a half of the annual 
income. That is why the people above 
the level of indigence and below the level 
of opulence do not get adequate medical 
care. But let us say that our family 
with $4,000 a year can meet the emer- 
gency costs of sudden and unexpected 
illness. 

Then, there is another group of fami- 
lies that has between $2,000 and $4,000 a 
year. These families can pay the average 
cost of medical care including doctors 
and hospital bills, nursing care and drugs. 
This average cost is about $25 a person. 
They can manage that average cost, but 
they cannot meet the emergency cost. 
They cannot possibly be expected to deal 
with the crippling burden that comes in a 
year when serious illness strikes. 

There is a third group with between 
$750 and $2,000 family income. They 
can pay part but not even the whole of 
the average cost. The group under $750 
cannot pay anything and must be sub- 
jects of charity, as they are today. 

Now, we are concerned mainly with 
the two middle groups which include 
probably nine tenths of the population. 
We can discard the over $4,000 group 
who constitute a very small percent. We 
can discard the under $750 group in the 
reasonable hope that unless we again lose 
our sanity completely as we did after the 
last war, that should not make up over 
10 percent. 

At least eighty percent of the popula- 
tion generally speaking fall in the two 
middle groups—the $2,000 to $4,000 and 
the $750 to $2,000. That is not true to- 
day, of course, in large munitions centers 
where war incomes are larger. Some of 
our hospital friends who are interested in 
hospital insurance plans now boast of the 
fact that 50 percent of the population in 
Detroit are insured. 

Well, all right, that is fine. But they 
think that is going to continue, that the 
proportion of insured is going up to 75 


or 80 percent. Of course, that is fantastic. 
The people who clean the floors of a fac- 
tory are not going to continue to earn 
$2,500 a year after the depression. Some 
people seem to believe that they are, but 
as for me, I'd rather believe in Santa 
Claus, because it is equally sensible and 
more picturesque. 

I do not think the distribution is going 
to be very different from what I have 
stated, and you have thus two groups 
comprising the major part of the popula- 
tion, who can and will get medical care 
only if there is some form of prepayment 
provided. 

The $2,000 to $4,000 people can pay 
the average cost of sickness, and so they 
can be cared for by voluntary insurance. 
That is what hospital insurance does 
as far as the hospital component of the 
bill is concerned. 

The third group, however, the $750 to 
$2,000 group cannot even pay this aver- 
age cost. And there are only two ways 
in the world in which, as far as I know, 
this group of people have been provided 
with the medical care they needed— 
either by direct tax-supported service or 
by some form of compulsory insurance. 

Compulsory insurance differs from vol- 
untary insurance in two ways. In the 
first place, it is not voluntary. A certain 
proportion of the earner’s wages are de- 
ducted from his pay envelope automati- 
cally every week and set aside in a fund 
to pay for him when he is sick. The sec- 
ond characteristic of this system is that 
the employer is also compelled to add 
something to what the worker puts in and 
thus help create a fund for the payment 
for medical care. 

This system and direct tax support are 
the only two procedures that have been 
suggested or carried out anywhere on a 
large scale, and the complete tax-support 
scheme has only been carried out in the 
Soviet Union on a nationwide basis. 

We have made very interesting begin- 
nings here. The principles were first 
clearly brought to public attention in this 
country in 1932, in the report of the Com- 
mittee on the Costs of Medical Care.® 
They have been confirmed overwhelm- 
ingly by everything that has happened 
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since, and several trends are manifest. 

One is the plan of hospital insurance, 
that I spoke of, which is going extremely 
well and which is admirable for the high 
middle economic group. In a few places, 
medical care on a voluntary basis has 
been provided—very imperfectly, very 
inadequately. The only successful plans 
that I know of are of two kinds: (1) 
those in which the service is limited to 
special surgical procedures, or (2) the 
conditicn under which the group of peo- 
ple who contribute to the voluntary in- 
surance administer it themselves, do it 
as a group and maintain their own hos- 
pital and their own medical service. 

Under compulsory insurance we have 
made as yet no progress in this country. 
That is the method that has been used 
in all the countries of Western Europe, 
in practically all the countries of the 
civilized world, except Russia. For the 
low economic level it is the only alterna- 
tive to complete tax-supported service. 
The principle of compulsory insurance is 
embodied in the Wagner-Murray-Dingell 
Bill. 

Meanwhile, there is a gradual extension 
going on of care provided directly at pub- 
lic expense and that trend may continue. 
These other things require planning, but 
if nothing is done toward voluntary or 
compulsory prepayment, then the easy 
thing to do when the need exists is to ask 
George to do it; that is, to ask the health 
department to do it, and the public health 
nurse. Marion Sheahan tells us that to- 
day from 22 to 50 percent of the nursing 
visits made by public health nurses in 
rural New York are for bedside care, de- 
pending upon seasonal incidence of ill- 
ness. 

These are the various trends that are 
coming into the picture, and what I would 
urge is the importance of serious consid- 
eration by nurses as to their part in these 
plans. There is very real danger that 
nursing may be left out, may be forgotten, 
unless the nurses are alert. 


Your leaders are alert. Resolutions 


6 Committee on the Costs of Medical Care. 
Medical Care for the American People: Final 
Report. 
1932. 
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adopted at the last biennial convention 
with regard to the program of the 
NOPHN, favor the expansion of prepay- 
ment health insurance plans with pro- 
vision for nursing service, including nurs- 
ing care in the home. “It believes that 
in addition to voluntary effort, govern- 
mental assistance is necessary for attain- 
ing adequate distribution of health serv- 
ices.” 

That is a very canny statement. It is 
drawn with the skill of the experienced 
psychologists that the public health 
nurses are, but it is all there. It is all 
right. It means compulsory insurance 
but very skillfully stated. 

At present, nursing, except for general 
duty nursing in hospitals, is not in the vol- 
untary plans. Home nursing has rarely 
if ever been included. In the Wagner- 
Murray-Dingell Bill, it has not been in- 
cluded in the first draft. It is very es- 
sential that it should be, that nursing 
service should be made a part of any such 
program. 

I do not think the plan can be applied 
to nursing alone and by itself. Ella Phil- 
lips Crandall tried that here in New 
York. The need for nursing service is not 
keen enough and acute enough in peo- 
ple’s minds, as a hospital operation is, to 
make them go in for a prepayment nurs- 
ing plan all by itself. 

But, on the other hand, it will be very 
easy—there will be no serious difficulty at 
all—in adding the element of home nurs- 
ing to the protection provided by any 
scheme which involves home medical care. 

It would add a very small proportion 
certainly—I should say not ten percent— 
to the premiums that would have to be 
charged under such a program as that of 
the Wagner-Murray Bill, and I believe 
that with experience under such a system, 
it would be found that the inclusion of 
home nursing service was no addition at 
all to the expense but would probably 
represent a net saving, particularly in the 
reduction of length of hospitalization and 
size of the hospital bill. 

I suspect that it would really more than 
pay for itself, actually, but at the worst, 
it would add only a small fraction. So 
that I hope your organization will go for- 
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ward in pushing this concept and in see- 
ing that in programs of prepayment for 
medical care, both under voluntary in- 
surance and compulsory insurance, home 
nursing service is included. Then it will 
come to pass—if you go on doing the 
work under these new circumstances, with 
the same reverence for a high and sci- 
entific quality of service that you have 
shown in the past, with the same con- 
science, with the same skill and adminis- 
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trative organization and in-service train- 
ing, then it will come to pass that our own 
ideals will be realized and that there will 
be complete and adequate nursing service 
for all the people in the community— 
that they may have life and that they 
may have it more abundantly. 


Presented at a meeting of the New York 
City Membership Committee of the NOPHN, 
New York City, October 2, 1944. 


From a Letter to Senior Cadets and Recent Graduates 


N MY RETURN from England and France, I 

found that the Army had made a nation- 
wide plea for 10,000 more nurses at once to care 
for our wounded . . . and only a few hundred 
responded. I cannot tell you what that did to 
me fresh from the front . . . Somehow I must 
bring you the impact of war that you may go 
out to meet your great opportunity without 
hesitation. 

Let me take you first to a hilltop within 
sound of the guns. Wind, rain, ambulances dis- 
charging their litters to be carried into the 
already crowded tents, doctors and nurses in 
combat uniforms, alert, efficient, smiling. The 
tented wards rather dim and quiet, though 
without somberness, particularly of spirit. Men 
needing emergency care taken into the surgical 
tent where literally rows of operating tables are 
active. No confusion but great pressure on 
every hand. Surgeons and nurses taking their 
turns at scrubbing up while others work at the 
tables. Yes, watch with me while litter after 
litter is brought to the table and taken away 
to make room for more. Remember it is mid- 
night and this has been going on without stop. 
But men’s lives are at stake, young men with 
all of life before them. Watch with me and let 
the picture sear itself into your mind and heart 
as it is burned into mine. 

After midnight, but let us go on rounds with 
the chief nurse: an immense tent with some 
ninety litters, a tiny little nurse with blonde 
curls working quietly to relieve discomfort and 
pain, her eyes quick to see need, her smile like 
sunshine. The Chief Nurse says to her, “I 
think I can give you relief soon, Lieutenant.” 
“Please don’t trouble, Captain, I have been on 
duty only 16 hours. I can go through the night 
perfectly well.” She did! 

Go with me now to a big General Hospital 
into a ward of some 30 beds, a sunny, bright 
ward, nurses in seersucker, cheerful and smiling, 
even though their women’s hearts are torn with 
the knowledge that few of these lads will ever 


walk again. Traction, tidal drainage, frames 
of every description—mostly it is only the eyes 
that move, though some heads turn. Quietly 
these girls go about their hard and heavy work, 
laughing and talking of casual things. Thirty 
men to be turned and rubbed and turned again 
every two hours lest sores develop. Do a little 
arithmetic, you who have experience in such 
nursing, and while you figure remember that 
general hospitals of 1,000 to 1,500 beds have 
had to be cut to a staff of 83 nurses because 
the recruitment is down over here, with only 
200 enlisted men to help, no grey ladies, no 
aides, ward maids or secretaries. Any civilian 
hospital of comparable size would have a nurs- 
ing personnel alone of several hundred. 

Will you go farther with me to another ward 
where the men are swathed in bandages? 
Several beds are empty for the men are getting 
relief and healing in the saline tubs nearby. 
They came in, some of them, badly burned, 
some beyond recognition, but alive with the 
promise of a life still to live. Long nursing 
hours on these wards. Each tub treatment takes 
two hours at least. Hard nursing, yes, but there 
is the constant joy of seeing pain give way to 
relief, of watching flesh renew itself, of seeing 
despair replaced by hope and a sublime cour- 
age assert itself. Can there be greater joy than 
being part of such renewal in -hese hideous days 
of war’s destruction, than to know one is trained 
and able to give the care they need so desper- 

To women has been given the greatest of all 
privileges, that of giving life. To nurses has 
been added that of rebuilding, of renewing the 
hearts, the minds, the souls blasted by man’s 
inhumanity to man. Ten thousand nurses are 
needed by the Army and 4,000 by the Navy. 
Will you be one of them? 


CONGRESSMAN FRANCES PAYNE BOLTON 
COMMITTEE ON FoREIGN AFFAIRS 
NOVEMBER 27, 1944 
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Effective Nursing in Tuberculosis Control 


By EDWARD X. MIKOL, M.D. 


ROM the standpoint of the public 

health nurse, the tuberculosis prob- 

lem of a community consists pri- 
marily of the known tuberculosis cases, 
their associated contacts, and the contacts 
of recent tuberculosis deaths. The size 
of this problem varies, but in the aver- 
age community for each annual resident 
death from tuberculosis there are at least 
10 living cases on record. With an aver- 
age of 3 contacts per case, there is thus 
a total of 30 contacts. This represents 
40 persons per annual average tubercu- 
losis death. 

It is this segment of the population 
which makes up the nurse's basic tuber- 
culosis “load.” With it and for it cer- 
tain work must be done. 

The work to be done is of necessity 
determined by the fundamental objec- 
tives of the tuberculosis control program. 
These are (1) to reduce the number of 
deaths caused by the disease (2) to re- 
duce the number of cases and (3) to pre- 
vent the transmission of infection. These 
objectives must be the basis of all 
thoughts, plans and work. 

Because the work of a public health 
nurse represents the small, fine, detailed 
parts of the public health program, there 
is a danger that the basic objectives may 
be overlooked during the daily perform- 
ance of her work. But at the same time, 
because the nurse is the ultimate and in- 
dispensable link between the administra- 
tive organization and the patient, it is 
vitally important that all of her work be 
directed toward fulfilling the broad pur- 
poses. This, in other words, is the first 
requirement for effective nursing. 

Presented at the Annual Conference of Health 
Officers and Public Health Nurses, Saratoga 
Springs, New York, June 28, 1944. 
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Tuberculosis is a communicable dis- 
The basis of practically all con- 
trol procedure is, therefore, the proper 
management of patients with sputum 
containing tubercle bacilli. The essen- 
tial procedures are (1) to find all the ex- 
isting (2) to segregate the 
infectious cases who are capable of trans- 
mitting the disease to others (3) to treat 
patients in order to render their disease 
inactive and noninfectious and (4) to 
examine and supervise the persons who 
have been exposed to known cases. 

These broad principles govern the spe- 
cific nursing activities in tuberculosis, 
such as arranging for hospitalization, se- 
curing the examination of contacts and 
others, supervising cases in the home, 
providing post-sanatorium care, and 
teaching the patient and his family. 


Case. 


Cases 


PREFERENTIAL SERVICE 


Ideally, it might perhaps be considered 
desirable to give the same kind and 
amount of care and supervision to all the 
known tuberculosis patients and _ their 
contacts. But even to a beginner in tu- 
berculosis work it soon becomes apparent 
that such a course is impossible, prin- 
cipally because the constant accrual of 
new cases would inevitably result in an 
absolutely unmanageable case load. Con- 
sequently, the essence of the present-day 
program of tuberculosis control is to dis- 
criminate in the distribution of the vari- 
ous health services so that patients and 
contacts will receive attention only in 
proportion to their relative needs as de- 
termined by clinical and environmental 
circumstances. In other words, the work 
to be done and the person for whom it 
is to be done must be on a selective basis. 
And yet, the selection must be such as to 
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assure the maximum possible attainment 
of the main objectives of the activities. 
It is therefore necessary that there be 
keen, sound and logical discrimination 
in the work, and in no other activity of 
tuberculosis control does this basic con- 
cept apply more forcibly than in public 
health nursing. 

Even in ordinary times tuberculosis 
administrators were confronted with the 
problem of increasing loads of tubercu- 
losis cases, but the almost incredibly 
rapid expansion of case finding in recent 
years has resulted in the addition in a 
short time of large numbers of previously 
unknown cases. The principal 
sources have been the chest x-ray exami- 
nations of candidates for the armed forces 
and of industrial workers. There is no 
reason to doubt that intensive case find- 
ing by such mass methods will continue 
for the duration of the war and there- 
after. 

Because of the comparatively large 
numbers of cases involved, and because 
the cases found are of many different 
types with respect to activity and sig- 
nificance, this large-scale case finding has 
only served to emphasize the need for a 
selective or preferential method of man- 
aging and supervising cases and contacts. 

In considering now some of the fea- 
tures of a preferential handling of the 
nurse’s tuberculosis load, it seems appro- 
priate for the nurse to think of her work 
in terms of who should receive the service, 
what service should be rendered, why it 
should be rendered, and also when and 
how it should be rendered. 

At the outset, it is recognized that the 
degree of a nurse’s effectiveness may be 
influenced by requirements imposed upon 
her work which are the consequence of 
the opinions, preferences and policies of 
the particular clinician who is directing 
the activities. And it will indeed be a 
happier day for nurses when more clini- 
cians acquire and adopt the _ broader 
viewpoint about tuberculosis in which the 
total community problem is considered as 
well as the lesion in the individual pa- 
tient. Be that as it may, however, no 
one will deny that the nurse herself has 
many responsibilities and opportunities 
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to improve the effectiveness of her work. 
EVALUATION OF CASES 


Foremost among the factors which de- 
termine the kind and amount of nursing 
supervision required by tuberculosis pa- 
tients is their classification according to 
form of disease, stage of disease, clinical 
status and sputum status. It is axio- 
matic in medicine that no two cases of 
tuberculosis are ever exactly alike. More- 
over, the course of the disease is often 
unpredictable. These characteristics ac- 
count in part for the justifiable conserva- 
tism of many clinicians in dealing with 
tuberculosis. Yet for administrative pur- 
poses it is necessary and possible to group 
the known cases in accordance with their 
relative clinical and epidemiological sig- 
nificance. Simultaneously, such a dif- 
ferentiation also indicates in a general 
way the administrative action needed. 

It has been mentioned that the basis 
of most activities in tuberculosis is the 
proper management of pulmonary pa- 
tients with positive sputum. Accordingly, 
the known positive sputum cases are ob- 
viously first in importance, and segrega- 
tion of the maximum number of them is, 
of course, the desired goal. 

The universal problem here is _ that 
some open cases refuse to accept hospital 
care, while others leave the hospital 
against medical advice. Unfortunately, 
there is no simple rule which can be ap- 
plied toward the solution of this problem. 
The factors involved are so numerous and 
so complex that there is a definite need 
for the more frequent resort to joint con- 
sideration and action by the nurse, her 
supervising nurse, the health officer, the 
family physician, the tuberculosis clini- 
cian, the social worker and _ perhaps 
others. The importance of adequate segre- 
gation of infectious cases is great enough 
to warrant the application of such com- 
bined effort. 

Were it possible to have precise in- 
formation at frequent intervals regarding 
the sputum status of all patients, the 
work of everyone concerned would be 
correspondingly simpler and more direct. 
But the fact is that the current sputum 
status of about half of the non-hos- 
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pitalized cases is unknown. Since a vary- 
ing proportion of these undoubtedly are 
also infectious cases, the group is ob- 
viously an important one. 

The nurse has at least two major re- 
sponsibilities in dealing with this group. 
She should recognize the great advantage 
to herself and to the administrator in 
knowing the current sputum status of pa- 
tients and should therefore encourage and 
secure sputum examinations whenever 
possible. Then, if it seems reasonably 
certain that a patient does not expecto- 
rate sputum, a specific statement to that 
effect should be reported to the admin- 
istrator in order that the patient may be 
properly classified as one with no sputum, 
rather than as one whose sputum status 
is unknown. 

The clinical status of patients is the 
second most important guide to super- 
vision. Active cases logically need the 
most urgent attention, followed by those 
whose current clinical status is unknown. 
The latter constitute about one third of 
non-hospitalized cases, and many of them 
are without doubt active. The cases 
classified as inactive require less atten- 
tion than the former two groups. 

Which patients should be considered 
for hospitalization, and how frequently 
should clinic examinations and home 
visits be made are questions that must, 
of course, be decided principally by 
evaluation of the various circumstances 
of individual patients. This should be 
supplemented by certain general methods 
of procedure for each main group of pa- 
tients. 


EVALUATION OF CONTACTS 


Just as there are variable factors to be 
considered in the management of tuber- 
culosis patients, there are also variable 
factors in work with tuberculosis con- 
tacts, except that for contacts these fac- 
tors are more numerous and far more 
complex. 

In the first place, it is well to recall 
that the examination of contacts occupies 
an important place in tuberculosis con- 
trol only because tuberculosis is a com- 
municable disease, and because the risk 
of developing tuberculosis is many times 
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greater for contacts of known cases than 
it is for the general population. The sole 
purpose of contact examinations is, there- 
fore, to find other cases of the disease and 
to find them early. 

Second, as important as contact ex- 
aminations are, they represent by no 
means the only method of case finding. 
The examination of persons who have 
symptoms suggestive of the presence of 
tuberculosis consistently produces a yield 
of new cases which is at least equal to 
the yield from contact examinations. Like- 
wise, the examination of groups of ap- 
parently healthy adults by mass x-ray sur- 
vey methods, even though the proportion- 
ate yield of cases is lower, is steadily ac- 
quiring greater importance in case find- 
ing because it reaches such vastly larger 
numbers of people. 

Nevertheless, contact examinations 
must, for epidemiological reasons, con- 
tinue to receive emphasis in tuberculosis 
work. It is unfortunate that in the past 
so much effort has been wasted on un- 
productive contact examinations . . . un- 
productive because little or no considera- 
tion was given to the relative risk of ex- 
posure to tuberculosis. 

Of the many factors whose composite 
makes up that risk, one of the most sig- 
nificant is the age of the contacts. The 
overwhelming majority of mew cases 
among contacts are discovered in those 
who are over 15 years old. Moreover, 
this secondary attack rate shows a steady 
increase as the age increases. In spite 
of this, it is in the older ages that the 
lowest proportions of examined contacts 
are found. 

Another important factor is the char 
acter and status of the source case. As 
might be expected, there are relatively 
many more secondary cases of tubercu- 
losis among contacts of positive sputum 
cases than among contacts of negative 
sputum cases. Similarly, contacts of ac- 
tive cases have a higher risk than con- 
tacts of inactive cases; if the source case 
has advanced disease, the risk is higher 
than if a minimal case. Contacts ex- 
posed to more than one case are likely to 
show a higher attack rate than those ex- 
posed to a single case. 
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In other words, aside from the ap- 
parently independent factor of age, there 
is evidently a quantitative relationship 
between the dosage of tubercle bacilli and 
the risk of attack. Other factors of a simi- 
lar nature are the relationship of the con- 
tacts to the source case, the duration of 
exposure and the degree or intimacy of 
exposure. A still further consideration 
is whether or not contact still exists, and 
if not, how long ago it was broken. 

For obvious reasons, contacts who are 
examined when they develop symptoms 
of ill health are much more likely to be 
found to have tuberculosis, and usually 
in the more advanced stages, than 
asymptomatic contacts. 

A fact of extreme practical importance 
is that the vast majority of cases among 


contacts are found at the first examina-. 


tion, and relatively few upon re-examina- 
tion. 

Finally, in addition to the specific fac- 
tors enumerated, there are the many in- 
tangible and complex ones related to so- 
cial status, economic status, biologic 
characteristics, individual susceptibility, 
and others. 

It is thus apparent that merely to 
classify a person as a tuberculosis ‘“‘con- 
tact” is practically meaningless with re- 
spect to the risk involved, unless at least 
some of the above major differential char- 
acteristics are kept in mind.  Further- 
more, evaluation of contacts on a prefer- 
ential basis is as necessary, if not more 
so, as evaluation of cases. 

It is particularly in connection with 
clinic examinations and home nursing 
visits that the principle of selection of 
cases and contacts applies. Far too much 
time and effort is often wasted on useless 
work. Some clinic registers are still 
cluttered with unproductive material. 
The endless periodic re-examination of 
so-called “suspects,” the unnecessarily 
frequent re-examination of cured tuber- 
culosis cases or of certain contacts, and 
other similar purposeless activities cer- 
tainly contribute little if anything toward 
fulfillment of the chief objectives of the 
program. In every community there is 
enough work yet undone with active, in- 
fectious cases and with unexamined con- 
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tacts for which the available personnel 
and time should be used. 


TIMING OF VISITS 


Attention may be directed to certain 
methods of procedure whose purpose is 
to make nursing activities more effective. 
Increasing recognition has been given in 
recent years to the importance of the 
proper timing of nursing visits. As 
pointed out by Mattison,* efforts to bring 
about the desired disposition of the case 
and to secure the examination of contacts 
should be made as soon as possible after 
diagnosis. It has been universally ob- 
served that willingness to cooperate 
diminishes progressively and rapidly with 
the passage of time. One salient proof 
of this is that most of the unexamined 
contacts at any time are those who first 
became known years ago, 


USE OF CASE REGISTER 


To assist with the desired selection of 
cases and contacts for whom the indi- 
cated work should be done in accordance 
with the principles described, an_indis- 
pensable tool is the visible tuberculosis 
case register. In fact, the outstanding 
function of the register is to present the 
varying needs of patients clearly, simply 
and emphatically. The visible register 
eliminates the possibility that patients 
who need supervision may be lost in a 
“blind” file or may be forgotten by a 
nurse. The fact of the patient’s existence 
is kept constantly in the open. Further, the 
register shows at a glance whether each 
patient is receiving the kind and amount 
of supervision he needs. By presenting 
the specific public health needs of pa- 
tients in terms of existing clinical and 
environmental conditions, the register as- 
sists in making the work of nurses more 
precise and selective. As a result, it helps 
to reduce waste in time and personnel. 

The best general method of using the 
case register for these purposes is by 
means of the case-discussion plan in 
which the health officer, the tuberculosis 

*Mattison, Berwyn F., M.D. “Unexamined 
Tuberculosis Contacts.” Pusric HeattH Nurs- 
ING, December 1943, p. 673. 
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clinician, the supervising nurse, and the 
field nurse jointly review individual pa- 
tients from the standpoint of diagnosis, 
clinical and sputum status, kind and 
amount of supervision indicated, status 
of contact examinations, and the social 
and economic problems of the family. 
This procedure makes possible a con- 
certed and purposeful plan of action di- 
rected toward the successful management 
of the patient and his associates. Various 
modifications of this “group conference” 
idea have been used successfully. 


NURSE PLACEMENT SERVICE 


NPS announces the following place- 
ments and assisted placements 
from among appointments made in vari- 
ous fields of public health nursing. As 
is our custom consent to publish these 
has been secured in each case from both 
nurse and employer. 


FLACEMENTS 


*Alma M. Simpson, B.S., director of nurses, 
St. Joseph Organization for Public Health 
Nursing, St. Joseph, Mo. 

*Gladys Girton, B.S., supervising nurse, Eaton 
County Health Department, Charlotte, Mich. 

*Leona Kerby, B.S., supervisor of nurses, Gene- 
see County Health Department, Flint, Mich. 

Mercedes Duncan, BS., assistant director 
school of nursing, (in charge of teaching in 
Out-Patient Department) Kansas_ City 
School of Nursing, Kansas City, Mo. 

*Florence E. Beseman, B.S., assistant supervisor, 
Visiting Nurse Association, Inc., Los Angeles, 
Calif. 

*Ruth VandenBerge, B.S., public health nurs- 
ing instructor, School of Nursing and Nurs- 
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SUMMARY 


In summary, the essentials of effective 
nursing in tuberculosis are (1) that all 
work be done with the fundamental ob- 
jectives of the activities in mind (2) that 
tuberculosis cases and contacts be evalu- 
ated and the services apportioned in ac- 
cordance with relative needs and (3) that 
every possible technique be utilized to 
expedite the desired accomplishments. In 
simple terms, this all means nothing more 
than doing “first things first.” 


ing Service, The Johns Hopkins Hospital, 
Baltimore, Md. 
*Retta Gasteyer, Ph.B., school nurse, Hinsdale 
Township High School, Hinsdale, IIl. 
*Hettie Gooch, B.S., school nurse (for Maine 
Township High School) Tuberculosis Insti- 
tute of Chicago and Cook County, Chicago, 
Ill. 
Mrs. Betty H. Blount, industrial nurse, Mont- 
gomery Ward and Company, Chicago, III. 
Mrs. Margaret E. Ayres, industrial nurse, In- 
dustrial Metal Fabricator, Inc., Chicago, III. 


ASSISTED PLACEMENTS 


*Bessie M. Ball, B.S., regional nurse consultant, 
United Nations Relief and Rehabilitation Ad- 
ministration, Washington, D.C. 

*Helen Cameron, A.B., public health nurse, 
United Nations Relief and Rehabilitation Ad- 
ministration, Department of State, Washing- 
ton, D.C. 

*Margaret Miles, B.S., staff nurse, Rockland 
County, New City, N. Y. 

*Mrs. Margaret Miller, B.S., assistant super- 
visor home nursing, American Red Cross, 
Los Angeles Chapter, Los Angeles, Calif. 


*NOPHN 


files show this nurse is a member. 


4 

q 

pe. 

a 
wees 

4s 

' a 
4q 
x 
4 

= 
= 3 


Understanding the Tuberculous Patient 


By LOUISE LINCOLN CADY, R.N. 


ART of the public health nurse’s job 
D is helping to control tuberculosis. 

She cannot close a record or disre- 
gard a family just because she does not 
get desired results from her visits. Tuber- 
culosis is a communicable disease, danger- 
ous to the community. If the patient 
refuses to accept the doctor’s recommen- 
dation for treatment, that is not a basis 
for closing, but a problem which may be 
solved. In trying to solve this problem 
the nurse must become an influence in 
the patient’s life. Only by understand- 
ing as well as possible why he behaves as 
he does can she do this. She tries to un- 
derstand his personality as a whole as 
well as his immediate difficulties. 

Does the personality of the tuberculous 
patient change? Tuberculosis merely re- 
veals personality traits more strongly, 
causes repressed traits to emerge, just as 
any disaster or calamity brings out per- 
sonality traits. Does the behavior pattern 
of the tuberculous patient differ from 
that of other persons who are also meet- 
ing critical situations? To a slight de- 
gree, if at all. He behaves according to 
his former pattern. His reactions are the 
same as those he formerly used in meet- 
ing life situations. 

Many people label the tuberculous pa- 
tient as_ self-centered, demanding, 
thoughtiess of others, and aggressive. 
This is equally true of the average per- 
son who has just gone bankrupt. And, 
indeed, tuberculosis might be termed a 
bankruptcy of normal living. The bank- 
rupt person feels personally capable, 
merely that he has been deprived of his 
ability to function in his accustomed 
financial circle. A tuberculous person, 
particularly the patient with minimal 
disease who has no symptoms of illness, 
also feels adequate as a person but, un- 


622 


der the necessity of bed rest for treat- 
ment of his disease, he finds himself de- 
prived of his normal position in regard to 
his social and economic circles. He feels 
all right. It is only the doctor’s orders 
that prevent him from carrying on a 
normal life. Both the bankrupt and the 
tuberculous person may become aggres- 
sive in order to prove to themselves and 
others that they are just as good men 
as they ever were. The aggressive, selfish, 
demanding attitude may be a _ defense 
mechanism. How common this experi- 
ence is in groups and in nations as well 
as in individuals! In short, the patient 
may be behaving in a perfectly “normal”’ 
manner and is to be worked with by ordi- 
nary means. It is helpful to the nurse to 
remember this in connection with a pa- 
tient who refuses to believe he has tuber- 
culosis or to do anything about it. 

HY Is a diagnosis of tuberculosis 


W difficult to accept? What does the 
diagnosis of tuberculosis mean to the 
person? It means long months of curing 
and much expense. Many fears may be 
in the back of the patient’s mind; fear 
of loss of his job, loss of income, possible 
loss of life, loss of love of his family and 
the regard of his friends, loss of prestige 
in the community. Old fears along these 
lines may be “lighted up” by the new 
fact of illness.) He may have feelings 
of inferiority because of his inability to 
support himself and his family. The 
patient has frustrations rising out of the 
uncertainty of the outcome of his illness. 
This constitutes bankruptcy of normal 
living. 

You may compare the man with tuber- 
culosis with an athlete engaged in a con- 
test. In games like boxing, tennis, the 
athlete who is afraid he is losing may do 
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everything worse and worse. The time 
may come when he feels the game is com- 
pletely lost. It is only when he begins 
to believe he can win that he cooperates 
like a winner. 

One of the ways of handling this situa- 
tion is to have a ‘“‘second,” a backer in the 
athlete’s corner—in this case, the nurse. 
Dependent upon the temperament of the 
athlete or patient, the second or nurse 
may do several things to be of help to 
him. If the patient feels himself to be 
winning, she can make sure that he keeps 
on thinking that way. If the patient 
shortsightedly thinks he is losing, she 
may find ways to help him believe he is 
winning. If the patient is in that mental 
state where he feels he cannot possibly 
win, she may steady him and minimize 
the damage he can do to his progress un- 
til he has reached the stage where he is 
more relaxed and can then play this vital 
game with what skill he possesses. 

Speaking in general terms, it is inter- 
esting to consider whether the tubercu- 
losis patient's economic status and his at- 
titudes related to this may not play a 
recognizable part in his rate of recovery. 
We are speaking here of the patient’s ac- 
customed financial status even 
edging into the difficult matter of pos- 
sible “class” distinctions which may be 
influencing the patient’s feeling of se- 
curity. The fact that the wealthy person 
who has tuberculosis usually recovers 
from it more rapidly is not wholly a mat- 
ter of environment, diet, or ability to pay 
for the best doctors and care in the best 
private sanatoria. 

The wealthy patient often has the se- 
curity of an “assured position.” To the 
extent that he has money of his own or 
has relatives who will supply him with 
money or has any other assured source of 
income, he knows that he cannot possibly 
lose the fight against tuberculosis. This 
sense of assurance influences every phase 
of his behavior. His reaction to tubercu- 
losis is merely one of these phases. 

The average person of low income may 
have an equal and opposite feeling that 
there is a limit to his ability to win in the 
battle of life and tuberculosis becomes 
a part of this fight. The wealthy person 


feels a solid floor beneath his ability to 
lose, while the poor person feels that there 
is an equally solid ceiling above his 
ability to win. In short, the one feels 
he cannot possibly go down, the other 
that unless he is able to use extremely 
strong measures, he cannot possibly break 
through the ceiling and go up. 

It may be then that an innate and in- 
culcated mental attitude, as just de- 
scribed, has a great deal to do with the 
higher rate of tuberculosis as well as 
deaths among low income groups. 

\ 

ie NURSE must have insight into the 

patient’s attitude toward his ability 
to win in the battle of life before she 
can understand his attitude toward his 
ability to win his fight against tubercu- 
losis. This means that she must under- 
stand the basic underlying causes in his 
economic level, religious faith, attitude of 
his employer toward the patient’s disease, 
the attitude of his family, the hopes and 
ambitions which his disease may frus- 
trate. For example, a young man de- 
veloped tuberculosis at the beginning of a 
brilliant career. His family had some 
means—they gave him all possible aid, 
never for a moment letting him think he 
was not going to get well. Another young 
man with tuberculosis had a wife who re- 
sented his illness and his inability to sup- 
port her. The first young man became 
well while the other did not. Both were 
in the same stage of the disease. Other 
factors, no doubt, entered in but the 
mental attitudes greatly affected the out- 
come. 

Obviously, there are many variations 
in the attitudes—unconscious attitudes 
—which patients have toward their 
abilities to win. The nurse must be able 
to recognize the patient’s attitude and at- 
tempt to find ways to improve it. But 
she must also work with these attitudes 
as they are until they change for better. 
If the patient feels bitter and disgruntled, 
the nurse does not try to argue him down 
for his feelings may be realistic in fact, 
at any rate realistic to him. This is one 
of the readiest ways not only “to get him 
over his grouch,” but to prove to him that 

(Continued on page 633) 
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Speech and the Nursing Profession 


By LILLIAN M. O'CONNOR 


The doctor, worried about his patient, glanced 
at the nurse standing quietly at the foot of the 
bed. 

“You understand?” he asked. 

“Yes, doctor.” 

“T’ll be back at six.” 

“Ves, doctor,” the nurse replied again. 

The doctor went out, closing the door after 
him. The nurse crossed over to the window and 
drew the shade against the over-strong glare. 


N THE DAYS when the nurse’s sphere 

of activity was bounded by the walls 

of the sickroom, and her greatest as- 
sets included a calm manner and low 
voice, the speech needs of her profession 
were few, and those few very often were 
confined to a conversation not much 
longer than that in the above imaginary 
scene. In those days, if she could follow 
directions, keep a clear head and outward 
calm in the face of upset and emotional 
strain on-the part of the patient and his 
family, the nurse got along nicely with a 
voice low in pitch, small in volume, even 
in tone, and cool in quality. 

Today the picture is changed. Today 
the sickroom is only one of the many sit- 
uations in which the professional nurse 
is not only a familiar figure but also an 
integral part of the American scene. A 
quick glance around will find her in the 
full flood of the lights that beat upon the 
public platform, as well as in the dim 
half-glow of the sickroom. Many and 
varied are the duties she has had thrust 
upon her in the years between the wars. 
Now, in the present conflict and during 
the years immediately preceding its out- 
break, the nurse’s sphere of activity has 
widened, her duties broadened, her re- 
sponsibilities deepened. Into these new 
fields she has gone with commendable 
alacrity and justifiable pride in her pro- 
fessional skill. Especially is this true in 
the field of public health nursing. 


But what of that low quiet voice in 
those earlier, so-called “good old days’’? 
Is it appropriate and adequate for all 
new occasions? Does it meet all require- 
ments? Does “Yes, doctor” still serve? 
When the nurse steps efficiently and 
gracefully into her new role, are the speech 
needs as simple and as few as they used 
to be? Nurses everywhere answer with a 
resounding NO!—or rather with a quiet, 
low-voiced no! My experience in teach- 
ing graduate nurses at St. John’s Univer- 
sity leads me to the conclusion that one 
of the most pressing problems of the 
nurse today, especially the public health 
nurse, is that of making the transition 
from private to public speech—from in- 
dividual to group communication. 

The natural and ingrained desire of 
the nurse to speak in a low voice must be 
supplemented in the speaking situations 
of this modern day with an eagerness to 
make herself heard and understood by a 
group audience. This eagerness must be 
implemented through acquaintance with 
the principles of public speaking and 
voice control, so that her expert knowl- 
edge can be effectively organized and im- 
parted whenever and wherever called for. 
Where formerly the nurse functioned in 
a small, almost individual relationship as 
between patient and doctor, patient and 
family, family and doctor, she now finds 
herself acting as a member of a pane! or 
symposium of experts and facing an audi- 
ence of several hundred; or serving as 
chairman at such a gathering; or ad- 
dressing the meeting as the main speaker! 
One of my students after several years in 
the profession came back to school to pre- 
pare herself for broader fields and re- 
mained to deliver the valedictory ad- 
dress. Another was faced with the 
prospect of delivering the talk at the 


6z4 


|| 


SPEECH AND THE NURSING PROFESSION 


capping exercises held in her hospital. Ex- 
amples could go on and on. 

Everyone preparing for a public speech 
studies the following questions: 

How shall I begin? 

In what order shall I present the vari- 
ous points? 

How shall I progress from one idea to 
the next? 

What will make the best conclusion? 

Will the audience hear me? 

Will they understand and like what | 
say? 

Can | hold their interest? 

The answers, of course, vary. No two 
situations are identical. Every occasion 
is unique. The good speaker suits his 
manner and his material to the time, the 
place, the audience, and the purpose 
which he is trying to accomplish. How, 
then, can the nurse, a busy member of an 
overworked profession, find the answers 
best suited to her particular needs? Let 
us state these needs in the following con- 
crete form: (1) criteria for choosing 
material suitable to the time, the occa- 
sion, the audience (2) techniques for or- 
ganizing this material effectively (3) 
knowledge of the principles of getting at- 
tention and arousing interest (4) analysis 
of the audience (5) familiarity with par- 
liamentary procedure (6) improved use 
of the voice and body in oral delivery. 

Many books have been written on each 
one of the six points listed. It would be 
impossible to state here within the space 
available the gist of even one of these 
volumes. My suggestion would be for 
you to secure one of these excellent texts 
and study it thoroughly. The outstand- 
ing speech authorities in America have 
put their years of work at the disposal of 
all who care to take advantage of it. Most 
of the books are entertainingly written, 
replete with exercises and drills, and easy 
to obtain at the public library, the uni- 
versity library, or the book store. 

Study the sections on the audience, and 
the discussion of the various parts of a 
speech. Read and study the fine speeches 
of the past, outline one or two, and 
analyze the introductions and the con- 
clusions. Devote some time to the study 
of the choice of words and the sentence 
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structure used by outstanding speakers. 
Brush up on your figures of speech, 
simile and metaphor, but don’t go over- 
board on hyperbole. Listen to the 
speeches of ioday and make an effort to 
discover why one is interesting and an- 
other is deadly dull. 

If you can, have a recording made of 
your voice. Include a prepared reading 
and some free conversation. You'll be 
surprised at the differences which show 
up between your reading and your speak- 
ing voice—to say nothing of the shock 
you'll get when you hear your own voice 
for the first time! Don’t treat the record- 
ing as a joke, however; play it many 
times, listening carefully to the way you 
say your consonants, your vowels, and the 
tone or intonation pattern you use, par- 
ticularly at the ends of phrases and sen- 
tences. 

Follow these with a careful study of 
one or two good voices heard over the 
air, and you will be able to concentrate 
upon the points you need to improve, 
such as the length of vowel sounds, the 
crispness of consonants, and the correct 
American pattern of intonation. Exer- 
cise and drill will make the improvements 
habitual. 

Obtain a copy of Robert’s Rules of 
Order and have it handy when you are 
asked to organize a community group. 
When you are elected the president of 
the group—and the members of most 
groups are quick to perceive and choose 
as leaders those of capacity and knowl- 
edge—the rules of democratic procedure 
will become vitally important in your 
life. Get a copy now and find out how to 
plan a first meeting, elect permanent of- 
ficers, draw up a constitution and by- 
laws, and conduct business expeditiously. 

With an unconscionable amount of 
luck, you may be able to eschew the office 
of president. But the committees will 
get you! As a leader used to going it 
alone, you may feel inclined to treat com- 
mittee duties lightly and give only your 
presence at such meetings. Full and free 
discussion of the problem at hand by 
every member of the group is required. 
If you have sat in on committee meeting 
after committee meeting and have a pri- 
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vate opinion that nothing much was ac- 
complished, consider that the fault may 
be with you and the others (if any) who 
did not contribute. In the future make 
it a rule to speak at least once every fif- 
teen minutes. Then watch the work of 
the committee improve, and your rela- 
tionship with the other members of the 
group become closer, warmer, and more 
efficient. 

Finally, speak, speak, SPEAK, at 
every proffered invitation. Never refuse 
an opportunity to tell even a small seg- 
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ment of the public something of your 
wonderful work. You have years of train- 
ing and specialized skill at your finger 
tips; train your tongue tip to send your 
message forth strongly to the world which 
needs it so sorely. If the nursing profes- 
sion is to maintain its present hard-won 
prestige, and to go on to new heights al- 
ready glimpsed by leaders of vision, you, 
the individual nurse, must be “each a 
mighty voice’ to carry better health to 
a better America in a better world to- 
morrow. 
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Plunket Baby 


“She Preferred a Raw Carrot to a Sweet!” 


By LIEUTENANT (Jj.c.) TERESA M. HAYES, R.N. 


tality rate is the most important index 

in public health work. Some go so far 
as to state that it is an index of the plane 
of living or the cultural level of a society. 
With this thought in mind and the knowl- 
edge that New Zealand has an infant 
mortality rate of 32, the lowest infant 
death rate in the world, I was ready to 
argue with a pleasant old New Zealand 
gentleman, who was speaking a little dis- 
paragingly of his country’s vision. 

We were going on an all-day Sunday 
picnic, to the island of Whahiki. To 
get there, we were ferried down the beau- 
tiful Bay of Auckland. It meant a three- 
hour trip. I was relaxing on the deck, 
listening to this old gentleman tell my 
fellow nurses about an island we were 
passing. It had been the camp of intern- 
ment for the famous German sea-raider 
of the last war, Count Von Luckner. He 


|: IS said that a country’s infant mor- 


went on to tell how the New Zealand peo- 
ple, years after the Count’s release, wel- 
comed him and his yacht back into their 
bays as a guest, offering him the hospi- 
tality of the country, only to find that he 
had been carefully charting the entire 
coast line of New Zealand. 

The old gentleman began a_ tirade 
about the gullibility of his countrymen. 
I was distracted before I could present 
my argument in the people’s defense, by 
a group of youngsters who seemed in im- 
minent danger of toppling overboard. | 
had been missing youngsters during my 
navy nursing interlude, so I proceeded to 
gather them about me. Someone pro- 
cured scissors and paper for me and I 
made the children endless strings of cow- 
boys, Indians, sailor boys and hula girls. 

As I snipped, my public health train- 
ing set me to checking up automatically 
on the health of my audience. I found 
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myself unconsciously quoting Browning, 
‘““__Merry little boys and girls, With rosy 
cheeks and teeth like pearls—.” Then I 
became aware of a seeming paradox; 
these children did have teeth like pearls, 
yet I knew from my own observations 
and the discussions of my sailor and 
marine patients, that most of the adult 
New Zealanders had dentures at an early 
age. 

Where did the change come? Why did 
these children look so much more promis- 
ing in health than did their parents? 

An old granny just then called one 
member of my little-girl audience. The 
granny had opened a lunch box. “Just 
in time to spoil a good beach picnic,” I 
thought. She had given a sweet cake to 
a little lad and was about to offer one to 
the little girl. The child’s mother quietly 
forestalled the sweet by bringing forth 
before my very approving eye, a crisp 
raw carrot. The alert little girl crunched 
it with her strong white teeth and skipped 
back to me quite content. 

I thought of the discussion about the 
New Zealand lack of farsightedness re- 
garding Count Von Luckner’s visit and 
wanted to talk to this really farsighted 
mother. I did not follow up my urge 
just then for the ferry was docking and 
we all scattered over the island to swim, 
to rest and to picnic. 

Later in the day I noticed the little 
girl’s mother sitting knitting on the beach 
as she watched the young sprouts frolick- 
ing in and out of the water. Spontane- 
ously friendly, as are most New Zealand 
people, she welcomed me to a place beside 
her on the sand. 

I told her that I had been a public 
health nurse before the war and that I 
was interested in her knowledge of child 
care and guidance, as her little girl 
showed all the signs of optimum health. 

She smiled and said, “She is a Plunket 
baby.” Answering my questioning look, 
she told me of the Plunket Society, or as 
it is named in its Royal Charter, “The 
Royal New Zealand Society for the 
Health of Women and Children.” The 
Plunket Nurses had given her advice and 
guidance through her pregnancy and 
when she arrived home from the hospital 
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after the child’s birth they had come at 
her invitation to guide her through the 
first years of the child’s growth and de- 
velopment. She told me that I would be 
welcome at the Plunket Society rooms in 
Auckland if I wanted to know more. 

Some days later I visited these rooms 
and met the charming nurse in charge of 
the Auckland branch of the Society, 
Helen Chapman. 

Miss Chapman’s vocation is the con- 
tinuance of the ideals of Sir Truby King 
in the supervision of the health of women 
and children. Her avocation is beauty in 
her surroundings. Flowers, grown in her 
own garden, brightened every room in 
the clinic building. They were arranged 
with such skill that they shall ever be 
one of my lovely memories of Auckland. 
The clinic rooms and the Karitane hos- 
pital under her guidance became home- 
like and beautiful. 

She was enthusiastic when she spoke 
of the genius of Sir Truby King, the doc- 
tor and scientist who was responsible for 
all this improvement in the health of 
women and children of New Zealand. His 
work with children stemmed from his sci- 
entific research in improving the health of 
the animals on the huge farm that was 
part of the mental hospital, of which he 
was the superintendent. He held many 
positions of authority in New Zealand 
Public Health and Medical Jurispru- 
dence. 

He became possessed with the need of 
enlightening the people of New Zealand 
in the care of children, for he knew that 
his scientific experiments with animals 
could be used to lower the infant mor- 
tality rate which then, in 1907, was 80 
per thousand. This wise man during his 
own lifetime succeeded in greatly reduc- 
ing the deaths of infants. 

The Kings used their own beautiful 
home, Karitane, as a proving station. 
They took into their home some of the 
worst cases of malnutrition they could 
find in the boarding homes for the il- 
legitimate. These little “miseries,” un- 
der their expert care developed in a spec- 
tacular manner, becoming healthy little 
runabouts. 

The interest 


of Lord and Lady 


ge 
rg’ 
= 
& 
a 
is 


PUBLIC HEALTH NURSING 


Plunket, the then Governor General and 
his wife, was aroused. Lady Plunket 
sponsored the first “Plunket Nurse,” giv- 
ing the new society the privilege of using 
her name. 

The Society stresses the giving of 
skilled advice in the prenatal period and 
strongly advocates natural breast feeding 
of infants, showing the mother how to 
keep up her breast milk supply through 
the ninth month. 

The Plunket Nurses are given special 
intensive training in Dunedin, New Zea- 
land, after the completion of their full 
nurse’s training. These nurses are as- 
signed throughout the Dominion. 

The Plunket Nurse is notified by the 
Government of every birth, within 14 
days. She offers each mother her service 
in guiding the infant through the danger- 
ous first few years. 

When she is invited to the home she 
finds 87 percent of all babies are breast 
fed. I wish we could say the same for 
our United States. We would do well to 
ponder a quotation from Milton that is 
used by the Plunket Nurse, ““Accuse not 
Nature. She hath done her part. Do 
thou but thine!” 

Miss Chapman gave me many more 
facts about the status of the mother and 
child in New Zealand. She also told me 
how the movement has spread throughout 
the British Commonwealth of Nations, to 
Canada, Australia, Great Britain, South 
Africa. 

She invited me to visit one of the Kari- 
tane Hospitals for Children. These hos- 
pitals are named in honor of Sir Truby 
King, for it was in his home, Karitane, 


where the expert infant care began in New 
Zealand. Here under the kindly guidance 
of Miss H. M. H. Lusk, I observed the 
care given to the premature infants, the 
special feeding of the malnourished child. 
I was particularly interested in the care 
given to the seven or eight mothers who 
were admitted to the hospital to help 
them re-establish and maintain a dwind- 
ling breast milk supply. Sometimes the 
mother had twins or triplets or perhaps 
a premature baby. 

There was an intriguing interview with 
a mother of twins who had been taught 
to nurse both babes at one time. This is a 
method that has proved itself very satis- 
factory in maintaining a supply of milk 
adequate to the needs of both babes and 
does not tire the mother. 

At this hospital, too, the Karitane 
Nurse is trained and a fine training it is. 
The Karitane Nurse is the British 
“Nanny” brought up to date. 

Sir Truby King insisted from the start 
of his campaign that the infant death 
rate was no respecter of class. The privi- 
leged home needed re-education in child 
care as much as did the less privileged. 
“The Women and Children of New 
Zealand” means just that and not the 
‘Poorer Classes of Women and Children” 
as sO many casual observers assume. 

I think I shall keep as a vignette of 
the child care in New Zealand, my ob- 
servations aboard that ferry boat. The 
old Granny with the sweet currant bun in 
one hand and the young mother with the 
raw carrot. The pale little lad nibbling 
the bun and the alert bright-eyed little 
girl reaching for the raw carrot. 
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Don’t Neglect Tuberculosis . . . 
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Is Prepaid Nursing Care Possible? . . . Margaret 
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“There Is a Lovely Hospital”—UNRRA Health 
Program in the Middle East 

University Controlled Advanced Clinical Pro- 
grams in Psychiatric Nursing . . . Laura W. 
Fitzsimmons, R.N. 
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Reviews and Book Notes 


INFANTS WITHOUT FAMILIES: THE CASE 
FOR AND AGAINST RESIDENTIAL 


NURSERIES 
By Anna Freud and Dorothy T. Burlinghat 128 pp 
International University Press, New York, 1944 


$2.00 


This little book is the report of a psy- 
chological study dealing with develop- 
ment of infants and young children un- 
der the auspices of a residential nursery 
as compared with their development in 
normal family life. The setting is the 
Hampstead Nursery, London, a colony 
of the Foster Parents’ Plan for War Chil- 
dren, Inc., New York. 

Chief value of the book to nurses and 
parents is that it sheds further light upon 
the developmental processes and prob- 
lems of infants in regard to muscular 
control, speech development, habit train- 
ing and feeding. The authors concur 
to the recognized fact that even a medi- 
ocre natural home is better for a young 
child’s emotional development and adap- 
tation to society than the best of institu- 
tional care as such. Conclusions through- 
out the book are based upon numerous 
brief case histories. There are interest- 
ing bits of scientific knowledge such as 
that the young child’s ability to defend 
itself develops later than its ability to 
attack. Explanations and _ illustrations 
as to the difference in a child’s behavior 
pattern toward its mother (or mother 
substitute) and toward a nursery teacher 
should give perplexed mothers more 
courage in situations that otherwise are 
often baffling. The father’s role is in- 
cluded, with emphasis on its importance. 
Illustrations are given of the develop- 
ment of “fantasy fathers.’ Also the 
authors explain that certain factors in a 
child’s development commonly thougnt 
to be imitative are really instinctual, and 
conclude with a summary of the child’s 
growth in personality. 


Although the material is a psycho- 
logical presentation, it is non-technical 
and should prove interesting and helpful 
to parents and to public health nurses. 

MARGARET W. Ropertson, R.N. 
Los Angeles, Calif. 


A REBEL IN THOUGHT 


By Sarah Tarleton Colvin. 245 pp. Island Press, 
70) West 24 St., New York 11, N. Y., 1944. $3. 


This intimate, frank and salty auto- 
biography should be read by all nurses 
and friends of nursing. Written by a dis- 
tinguished nurse now almost eighty years 
old, the wife of a distinguished physician, 
it retlects with delightful objectivity the 
inner conflicts, rebelliousness of thought, 
and courageous action of one who, as 
Mrs. Colvin says, has “lived a life within 
a life.’ She has devoted herself to de- 
fining and promoting right principles for 
better living, working, and health condi- 
tions for the American people. 

Love of people, home, family and 
friends, and devotion to nursing as a so- 
cial force in the community are the 
threads interwoven with lively discussions 
of Civil War days, the suffrage move- 
ment, political and economic develop- 
ments and the implications of our in- 
volvement in two world wars. 

Mrs. Colvin sees nursing from within 
and without, exposes its weaknesses and 
pleads for its improvement. She stands 
with Florence Nightingale and Lillian 
Wald as nurses who have used nursing 
as a background for wide social better- 
ment. A Rebel in Thought is a stimula- 
tion to clearer thinking, broader action 
and stronger faith to all of us who try to 
follow in her footsteps. 

Atma C. Haupt, R.N. 
New York, N. Y. 
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NOTES FROM THE NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


PUBLIC HEALTH NURSING DAY 

Plans for observing Public Health Nursing 
Day January 26 are shaping up fast under the 
guidance of national and local committees. Pub- 
licity aids for the “Day” being offered by 
NOPHN include sample newspaper releases, 
mayor’s and governor’s proclamations, a special 
poster (for which there is a charge), and a 
mat (three column-ten inch) which can be used 
for newspaper advertisements. It is hoped that 
during the week of January 21 many national 
radie programs will include reference to the 


“Day” or possible talks and dramatizations. As 


soon as radio plans are definite, announcements 
will be sent to NOPHN member agencies and 
all local committees who have requested that 
they be placed on a mailing list for the “Day.” 
(See page 606.) 

As part of the publicity program for the 
“Day,” a Scott Paper Company advertisment is 
appearing in many of the national magazines 
fer December, January and February. Syndi- 
cated newspaper columns will include references 
to both the “Day” and public health nursing. 

Schedule for the Scott advertisment includes: 
Ladies Home Journal, December; Life, Decem- 
ber 4; Parents Magazine, January; Woman’s 
Home Companion, February; McCall’s, Febru- 
ary; Good Housekeeping, February. In addi- 
tion, the advertisement has already appeared or 
will appear in the Sunday Magazine sections of 
the New York Times (November 26), Herald 
Tribune (December 10) and New York Daily 
News (November 12). 

An article, “The Visiting Nurse—Who Is She,” 
will appear in January Hygeia Magazine. Mrs. 
William Bell Cook of Seattle, Washington, who 
is a member of the National Public Health 
Nursing Day Committee is the author. Ma- 
terial is in part developed from NOPHN’s new 
leaflet “Visiting Nurse Service—A Community 
Asset.” 

Watch also for Mrs. Franklin D. Roosevelt's 
syndicated column and other columns featur- 
ing health. Also listen to the radio program, 
“Cavalcade of America,” January 22. Final 
plans are not yet definite, but this program 
may be a dramatization of public health nursing. 


JANUARY MEETINGS 
The annual meetings of the NOPHN Coun- 
cil of Branches and Board of Directors will be 
held on January 25 and 26 respectively. Meet- 
ing of the Joint Boards of the three national 
nursing organizations will 
uary 27. 


take place Jan- 
JOINS STAFF 

Mable E. Grover, formerly of the Hartford 
Visiting Nurse Association, has been added to 
the staff of the American War-Community 
Services, NOPHN project. She is at present 
working in some of the communities in the 
South. Staff members are not assigned per- 
manently to specific territories, however. 


NEW MAGAZINE COMMITTEE 

With this issue, on the NOPHN staff page, 
A2, we introduce the names of our new Maga- 
zine Committee. In a month or two we hope 
to have an article in the Magazine telling 
something about the evolution of magazine 
policies and activities since its beginning as 
The Visiting Nurse Quarterly in 1909. 


NOPHN FIELD SCHEDULE 
Staff Member Place and Date 


Louise Lincoln Cady Kingston, New York— 
December 8 
Indianapolis, Indiana — 
January 
Hortense Hilbert Ottawa, Canada—January 
8-9 
Ruth Houlton Washington, D.C. — De- 


cember 5-9 
Portland and 
Lewiston, Maine—Decem- 


Katherine A. Ott 


ber 11-19 
Ruth M. Scott New Haven, Connecticut 
—December 5 


Jessie L. Stevenson Bangor and _ Portland, 


Maine—December 11-17 


In addition to the field schedule published 
last month, during November Ruth Fisher and 
Dorothy Rusby visited South Carolina, Virginia, 
and Florida on American War-Community Serv- 
ices matters. On November 28 Ella Louise Gil- 
more gave a day’s advisory service to the Visit- 
ing Nurse Association of Somerset Hills, Ber- 
nardsville, N. J. 
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NEWS AND VIEWS 


Highlights on Wartime Nursing 


THE NEED IS NOW 

Emergency conferences to find 10,000 more 
nurses for the Army’s critical needs were called 
in November and December in many large cen- 
ters of nurse population. At the request of the 
National Nursing Council for War Service and 
with the full cooperation of the American Red 
Cross, Army and Navy Nurse Corps, Procure- 
ment and Assignment Service, and United States 
Public Health Service, local nursing councils 
were conferring with directors of schools of 
nursing and of nursing services, registrars, hos- 
pital and public health administrators, chair- 
men of medical boards, trustees, and interested 
citizens. 

“The military need is now. Until it is met, 
everything else in nursing is secondary,” said 
Mrs. Elmira B. Wickenden, executive secretary 
of the National Nursing Council for War Serv- 
ice, in a letter to all nursing councils. “More 
nurses must be found for the Army right away, 
in spite of obstacles. Readjustments in nursing 
personnel at home must be made after necessary 
nurses are released for military service. Their 
release cannot wait for civilian adjustments to 
be made first.” 

“More than 50,000 out of a profession with 
some 265,000 active members have already 
volunteered, in spite of pressure from home 
front needs that is probably unequalled in any 
other service. Nurses are doing their work in 
a big way. They will meet the current crisis. 
But the public, physicians, and hospital admin- 
istrators must cooperate more extensively in sub- 
stituting more non-professional care on the 
home front.” 

A fact sheet prepared by the American Red 
Cross states that the Army needs 10,000 nurses 
at once and also 250 per month to make up for 
attrition; the Navy, 2,500 by July 1, 1945 and 
150 per month for attrition. The authorized 
ratio of nurses per patient in the Army is 1 
to 12 overseas, 1 to 15 in the U.S. The latter 
is actually averaging about 1 to 20 or 22, the 
shortage increasing as boat loads of casualties 
are returned to this country. To help meet the 
domestic shortage, caused in large part by the 
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months 
earlier than anticipated, the Army Nurse Corps 
is using civilian nurses, paid Army Nurse’s aides, 


necessity for sending units overseas 


WAC technicians, and part-time velunteers. 
Hospital units have been sent overseas recently 
without nurses because of the extreme shortage 
here. 

The Council has issued a list of other steps 
being taken or recommended, both nationally 
and locally. 


PLANNING COMMITTEE MEETS 

Changes in postwar nursing education, as a 
necessary foundation for good nursing service, 
were discussed at the November 18-19 meeting 
of the National Nursing Planning Committee 
of the National Nursing Council for War Serv- 
ice, at which Marion Sheahan presided as chair- 
man. In addition to Miss Sheahan, president of 
NOPHN, Ruth Houlton and Alma C. Haupt 
also represented that organization. 

Recommendations of the Postwar Planning 
Committee of the National League of Nursing 
Education, covering a wide area in regard to 
the organization, administration and control of 
nursing schools, were presented by its chair- 
man, Anna D. Wolf, and were referred to the 
appropriate organization for action or further 
study. Reports submitted by the NOPHN and 
other national organizations indicated that ac- 
tive work is under way for the winter on 
projects that will improve and stabilize nurs- 
ing facilities after the war. 

Licensure of all who nurse for hire was en- 
dorsed by the committee as a definite policy and 
it was agreed that professional nurses have a 
responsibility for defining the functions and 
preparation of the practical nurse for postwar 
duties. Realizing the number of women vet- 
erans other than nurses who may be interested 
in continuing some activity related to nursing, 
the NNPC is taking steps to have government 
programs for their training evaluated and sup- 
plementary courses provided to prepare them 
for state licensure. 

As the NNPC is composed in the main of 
the presidents, executives, and postwar planning 
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committee chairmen of the professional nursing 
organizations, questions within the scope of 
existing committees will continue to be re- 
ferred to them for study and recommendation, 
while decisions of basic policy are made by 
the equally representative National Nursing 
Council for War Service. 


PUBLIC INFORMATION COMMITTEE 


The Public Information Committee of the 
National Nursing Council for War Service, 
recently organized to “rally the force of public 
epinion, including nursing opinion for the effec 
tive accomplishment of the Council’s program,” 
held its first meeting November 10. Members 
named thus far include Hortense Hilbert, chair 
man; Mary M. Roberts, Ernestine Wiedenbach 
Mrs. Mary Edwards Shaw, Edith Wensley, 
Julia C. Stimson, Mrs. Ruth Logan Roberts, 
Jean Henderson, Mrs. Ruth Young White, 
Dorothy Wheeler, R. F. Cahalane; ex officio, 
Mrs. Elmira B. Wickenden, Florence M. Seder, 
Josephine Nelson. Among the Council activi- 
ties which the committee will promote as 
recommended by a special study committee, are 
the following: 

1. To coordinate and develop public infor 
mation projects so that there may be a uni 
fied and comprehensive public information pro- 
gram on wartime nursing. 

2. To determine major public information 
emphases at any given time, both as to basi 
themes and as to specific projects. 

3. To insure the use, to their full capacity, 
of existing public information facilities for 
reaching both the nursing and the non-nurs- 
ing public, and supplement these facilities 
wherever needed. 

4. To serve as a center for clearing public in 
formation projects relating to wartime nursing 


VOLUNTEER NURSE-INSTRUCTORS 


Volunteer nurse-instructors taught 58 percent 
of the Red Cross Home Nursing classes during 
the fiscal year ending June 30, 1944, according 
to the annual report on Red Cross Home Nurs- 
ing just released. Many of the volunteer in- 
structors are nurses who have been inactive in 
the profession for years because of their mar- 
riage. Public health nurses and others with 
full-time jobs often teach classes in the eve- 
nings. Refresher courses in teaching methods 
which have been offered through Red Cross 
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chapters have helped nurses to plan and teach 
their home nursing classes. 

Since last March, when the Red Cross Home 
Nursing Service inaugurated the new short 
course, Six Lessons in Care of the Sick (See 
Pustic Heartu Nursine, July. 1944, p. 358), 
which calls tor at least a week of intensive 
training of instructors, a definite outline of the 
home nursing classwork has been available. The 
precise) method of teaching in’ which the 
student “learns by doing” in this course has 
appealed to both instructors and students 


NURSE'S AIDE PROGRAM 

rhe future of the Red Cross nurse’s aide 
program was the subject of a meeting in 
September of representatives of nursing and 
hespital organizations, called by the ARC 
Volunteer Special Services in cooperation with 
the Nursing Service. It was agreed that addi 
tional stress should be put on the recruitment 
and maintenance of the volunteer nurse’s aide 
corps. It was recognized that volunteer nurse’s 
aides would be needed in peacetime and that 
they should be trained by the Red Cross, 
rather than by individual hospitals or agen 
cies. The meeting was regarded as a first step 
in postwar planning. 


STUDENT SCHOLARSHIPS 

Gift scholarships amounting to $226,772.55 
for student nurses have been reported by the 
General Federation of Women’s Clubs. The 
program for nursing scholarships was under- 
taken in cooperation with the American Red 
Cross and the National Nursing Council for 
War Service during the presidency of Mrs. John 
L. Whitehurst. 

Other activities on behalf of nursing to be 
undertaken by clubwomen are outlined by the 
Nursing Committee of the Federation, with the 
aid of suggestions from Surgeon General 
Thomas Parran, USPHS, the NOPHN, the 
NNCWS, and the ARC Nursing Service, with 
its main objective to do everything possible to 
insure adequate nursing care for the armed 
forces and civilian population 


@ The Division of Nursing Education, Teach- 
ers College, Columbia University, announces 
that an advanced course in industrial nursing 
for those wishing to qualify as supervisors and 
consultants will be given during the Spring 
Session, beginning February 1, 1945. Sections 
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tor in the Division, for further information. 
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full 


Fillmore, instruc- 
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@ Lentheric make-up kits, dedicated to the 
U. S. Cadet Nurse Corps, will appear on cos 
metic counters in time for Christmas. These 


kits, smartly packaged in grav and red, contain 
“Rocket Red” lipstick and cream rouge 


@ Mrs. Charles S. Brown, member of the 
NOPHN board of directors, has been ap 
peinted chairman of the National Council on 
Red Cross Home Nursing to succeed Mrs 
August Belmont, resigned recently \ 
meeting of the Council was held in October in 
Washington to discuss plans for training an in 
creasing number of homemakers to take mor 
responsibility for health in the home. Mary 
C. Connor, NOPHN educational consultant, i 
a new member of the Council. 

@ To enable educators, vocational counselor 
nursing educators and administrators to tal! 


over problems and to develop plans for im 


Understanding the Patient 


Continued from page 623) 


the nurse really grasps his individual dif- 
ficulties. 

If the nurse can lead her patients to 
relax in the feeling that “curing” a 
slow process and progress is gained little 
by little, they often become more inter- 
ested in the everyday details of treatment 
and carry these out to the best of their 
ability, including such activities as may 
be part of the rehabilitation program for 
that patient. 

Common reactions seen in the tubercu- 
lous patient are the refusal to accept his 
diagnosis, to accept treatment, to remain 
in the sanatorium, and to carry out pre- 
cautions to protect others. What can the 
nurse do? She may try to find out why 
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nursing 
N 


for 


proving education with particular ref- 


erence to the gro group, the National Nurs- 
War 
lerence at Dillard University, New Orleans, 
December 1 

Dr. A. W 


member ot 


ing Council Service has called a con- 
for 
and 

Dent, president of Dillard and a 
the NOPHN Board of 
will participate as well as other prominent nurs- 
Mrs. Estelle Massey Riddle, con 
sultant in Negro nursing for the National Nurs- 
for War 


Directors, 


ing leaders 


ing Council Service, will preside 
@ Alma Vessells is the newly 
to Mrs. Estelle Massey 

Negro nursing, NNCWS 
Philadelphia, Miss Vessells 
Harlem Hospital School of 
a BS from New York University School 
ot She to the Council from 
the directorship of the Harlem Y.W.C.A. Schcol 
Nurses 


appointed 
Riddle, 

\ native of 
is a graduate of 


Nursing holds 


as- 
sistant consul- 
tant in 
and 
degr 
Education came 


for Practical 


Marie 
Association 


Nt 


chairmanship 


Knowles, director of the Visiting 
of Brooklyn, 
the National 
Committee of the National Nursing Council for 


War Service, succeeding Marion W 


rse has assumed 


ot Classification 


Sheahan 


he doesn’t believe he has tuberculosis, 
why he doesn’t want to go to the hospital, 
why he doesn't think it necessary to carry 
out precautions with sputum. When the 
story back of the reason for these reac- 
tions is known to the nurse she is in a 
better position to alleviate these reasons 
and to influence the patient's thinking 
and his family’s thinking. The nurse who 
understands the worries and fears which 
often retard the recovery of the tuber- 
culous patient will be able to do some- 
thing about removing them. 

As the nurse’s understanding improves 
the number of patients and families re- 
fusing treatment will decrease and the 
goal of tuberculosis control, eradication 
of the disease, will be brought nearer our 
vision, 


+ 
=. 
= 
= 
= 
| 
4 
= 
632 
Ae 


Vitamins — 
for all the family 


You may have noticed that there is a trend 
ences physicians to prescribe polyvitamin prepara- 
tions that are acceptable to all members of the 
¥ crmty. It is co great economy and convenience to have 
- One product everyone can take and enjoy. Grown- 

_ ups and children alike are agreeably surprised at 
the pleasant malty flavor of ‘Avimal’ and nator 
- tong it becomes a family routine. 


In three teaspoonfuls of ‘Avimal’ there are 
: sufficient quantities of vitamins A, D, B,, B, and nico- 
a “tinamide to meet the minimum daily requirements of 
_ the average child or adult. Free from the taste of 
x _ fish liver oil, it may be taken plain or mixed with 
_ milk, fruit juices, etc. Bottles of 8 fluid ounces, | pint 

and gallon. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC. 


be A PLEASANTLY FLAVORED POLYVITAMIN PREPARATION 

e Daily dose (3 teaspoontuls) contains: Vitamin A,-5000 

. US.P. Units; Vitamin D, 500 U.S.P. Units; Vitamin B,, 2 

Milligrams; Vitamin B., 2 Milligrams; Nicotinamide, 15 
Milligrams. 
“AVIMAL'— REGISTERED TRADEMARK 
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ALABAMA 
Birmingham: Loveman, Joseph & Loeb 


ARIZONA 
Phoenix Korrick Dry Goods Co 
Tucson Jacome's 
AP! ANSAS 


Fort Smith: Boston Store Ory Goods Co 
Little Rock. lke Kempner and Bros. Inc 
CAUFORNIA 
Hollywood The Broadwoay-Hollywood 
long Beach Dobyns Footwear 
Los Angeles: Brocdway Dept. Store, Inc 
Ookleand Kohn Dept. Store, Inc 
San Diego 


The Marston Ce 
Son Francisco: Sommer and Kaufmann 
COLORADO 


Colorado Springs Vorhes Shoe Co 


Denver The May Co 
CONNECTICUT 
Bridgeport O M Reac Co 
Hartford Sage-Allen and Co, Inc 
DELAW ARE 


Wilmington Kenrard-Pyie Cc 
DISTRICT OF COLUMBIA 
Washington Frank R. Jelle® 
FLORIDA 


Jacksonville Cohen Bros 


Pensacola Meyer Shoe Co 
GEORGIA 

Atlanta Rich's, Inc 

Augusta Sexon-Cullum Co 

Columbus Miller-Tayior Shoe Co 

Macon Arnold Shoe Co 


NEW YORK 
Brooklyn: Frederic’ | Co 
Buffclo Flint on. Kent 
New York: Bloomin-dole Bros., Inc 


New York Stern Brothers 
New York John Wonamaker 
Rochester Wm Eastwood and Son Co 


Syracuse Park-Brannock Shoe Co 
Utica C. Sautter's Sons 
NORTH CAROLINA 
Ourhan Baidwin Co 
Salisbury Ph Family Shoe Store 
NORTH DAKOTA 

Farge The 


Grand Forks 


Akron The M. OC Nei Co 
Cincinnati Potter Shoe Co 
Cleveland The May Co 
Columbus: The F. and R. Lazarus and Co 
Dayton ° 
Springfield 

Toledo 


Youngstown 


Zanesville 


OKLAHOMA 
Oklohome City Kerr Dry Goods Co 


OUR PLEDGE: 


Press of Thomas J. Griffiths 


IDAHO 

Aoscow David's, Inc 
ILLINOIS 

Chicago Marshall Field and Co 
INDIANA 


Indianapolis Geo. J. Marott 
South Bend: Robertson Bros. Dept. Store 
IOWA 
Des Moines Field Shoe Co 
Dubuque Wolker Bros., Inc 
Sioux City T. S. Martin Co 
W oterloo: Walker's Shoe Store 
KANSAS 
Wichita John Braitsch Shoe Store 
Wichita Jones-O Neal Shoe Co 
KENTUCKY 

Lexington 

Louisville 
Louis 

New Orleans mperic! Shoe Store 

Shreveport Phelps Shoe ( itd 

MAINE 

Portland Jovis and Cartland Co 
MARYLAND 

Baltimore 5. Dalsheimer and Bro 

MASSACHUSETTS 
Boston Wim. Filene's Sons Co 


OREGON 
Portland: Meier and Fronk Co 
PENNSYLVANIA 
Philadelphia: S. Calsimer and Sons 
Philadelphia: Strawbridge ond Clothier 


Philadelphia John Wonamoker 
Pittsburgh: Kovufmann's 
Reading Manning-Armstrong 
Scranton Lewis and Reilly, Inc 


RHODE ISLAND 
Providence The Outlet Co 
SOUTH CAROLINA 
Charieston: Jas. F. Condon and Sons, Inc 
Columbia Sexon-Cullum Co 

SOUTH DAKOTA 


Aberdeen: Webb-Carter Shoe Co 
Sioux Falls Johnson Sto» Co 
TENNESSEE 
Memphis Walk-Over Shoe Store 
Nashville Buynham Shoe Co 
TEXAS 
Austin E. M. Scarbrough and Sons 


CLINICS WILL ALWAYS BE OF THE HIGHEST STANDARD 
OF QUALITY AND WORKMANSHIP IT IS POSSIBLE TO OBTAIN 


Sons, Inc., Utica, N. Y. 


Springfield: Forbes and Wallace, Inc 


Worcester Denholm and McKay Co 
MICHIGAN 

Detroit J. L. Hudson Co 

Flint Rowe's Walk-Over Boot Shop 
MINNESOTS 


Dvivth: Duluth Glass Block Store Co 
Mirneapolis The Dayton Co. 
Minneapolis: Home Trade Shoe Store 


St. Paul The Emporium Merc. Co 
MISSISSIPPI 
Jackson R. E. Kennington Co 
MISSOURI 
Kansas City Robinson Shoe Co 
St. Louis Fomous-Barr Co 
NEBRASKA 
naha J. L. Brandeis and Sons 
NEVADA 
los Vegas Ronzone's Dept. Store 
NEW HAMPSHIRE 
Portsmouth Shaine's 
NEW JERSEY 
Elizabeth Ruthal's 
Hockensack Stenchever's 
Nework Hohne and Co 
Passaic Stenchever's 
Paterson Stenchever's 
Trenton Ruthal’s 
NEW MEXICO 
qve-que: Pors Shoe Store 


tuegers 


Dallas: A. Harris and Co 


Dalles Sanger Bros 
El Paso The Popular Dry Goods Co 
Fort Worth Fair Dept. Store 
Fort Worth W. C. Stripling Co 
Galveston: E. S. levy Co 
Houston Krupp and Tuffly, Inc 
San Antonio: The Gucrantee Shoe Co 
UTAH 
Salt Loke City: Z.C. M. |. Dept. Store 
VERMONT 
Rutland Wilson Clothing Co 
VIRGINIA 
Newport News Adams Shoe Store 
Norfolk Hofheimer's, Inc 
Richmond Miller and Rhoads, Inc 
WASHINGTON 
Seattle Frederick ard Nelson 
Spokcne Spokane Dry Goods Co 
Tacoma Rhodes Bros 


WEST VIRGINIA 
Charleston Peoples Store. Inc 
Wheeling Alexcnder and Co 
WISCONSIN 
Milwaukee: Milwaukee Boston Store. Inc 

WYOMING 


Cheyenne Wasserman’s Shoe Store 
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Have Not Deserted! 


BRUCK’S WINTER COATS still repre- 
sent a combination of the finest tailor- 
ing skill and quality fabrics. 


WE have not let down the bars despite 
wartime conditions—our high stand- 
ards of workmanship are being main- 
tained and our fabrics are the finest 
obtainable. 


THERE is still time for you to select 
your WINTER DUTY COAT from 
BRUCK’S! 


USE the coupon below to obtain our 
latest catalog complete with fabric 
samples. 


BRUCK’S 


NURSES OUTFITTING CO... INC. 


387 Fourth Avenue 17 North State Street 
New York 16, N. Y. Chicago 2, Ill. 


f BRUCK’S NURSES OUTFITTING CO., INC. ad 


387 Fourth Avenue, 17 “Zoe — 
New York 16, N. Y. 


Gentlemeen: Please send me your 
Coat Catalog. 


Name ...- 
Address 
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